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one businessman has epilepsy... even his colleagues 
need not know—if his seizures are adequately controlled 


With proper medication, epileptics may achieve success in a wide variety of professions.’ 


for improved seizure control 


® SODIUM KAPSEALS®... 0¢¢standingly effective in grand mal and psychomotor seiz- 
ures: “DILANTIN is an effective anticonvulsant which is useful in controlling 
epileptic attacks of any type with the exception of idiopathic petit mal.’’? “It 


[DILANTIN] is one of the few useful anticonvulsants in which oversedation is not a common problem when 
full therapeutic doses are employed.”* DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) is avail- 
able in several forms, including Kapseals of 0.03 Gm. and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 100 mg., phencbarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. for the petit mal triad: MILONTIN® Kapseals (phen- 
suximide, Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 4 cc., 16-ounce bottles 
« CELONTIN® Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 

LITERATURE SUPPLYING DETAILS OF DOSAGE AND ADMINISTRATION AVAILABLE ON REQUEST. 
(1) Abraham, W.,, in Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams & Wilkins Company, 
1956, p. 1382.(2) Crawley, J. W.: M. Clin. North America 42:317 (March) 1958. (3) Bray, P. F.: Pediatrics 23:151, 1959. 


PARKE, DAVIS & COMPANY 


PARKE - DAVIS Detroit 32, Michigan 
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CLINICAL REMISSION 
IN A“PROBLEM” ARTHRITIC 


in “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
apeutic effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decanron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission.” 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘chronic’ condi- 


tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc 


*From a Clinical investigator's report to Merck Sharp & Dohme. 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 
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NEW UNEXCELLED TASTE «= 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 
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for bacterial pneumonias 


effective control of pathogens...with an unsurpassed record of safety and tolerance 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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This beautifully illustrated volume, in a completely re- 
vised edition, covers virtually every aspect of obstetrics 
from nutritional counseling of the mother in early stages 
of pregnancy to pathology of the newborn. Dr. Green- 
hill and his collaborators fully explain the mechanisms 
of labor plus step-by-step procedures in delivery. Effec- 
tive Care at every stage is detailed—immediate treatment 
of une xpected difficulties prevention of accident and in- 
fection 


relief of discomfort; management of various 


disease states concurrent with pregnancy. Complications 


This practical text presents a clear introduction to x-ray 
diagnosis by demonstrating many useful techniques for 
interpreting chest films. It deals primarily with funda- 
mentals and considers specific disease entities only for 
the purpose of illustrating the principles discussed 
Many beautifully reproduced roentgenograms augment 
and illuminate the text discussions. An extensive series 
of films of normal chests reste minor deviations from 
the normal picture and explains which can be safely ig- 
nored. In addition, Dr. Felson includes a separate chap- 
ter on special roentgen signs which have important 


New (12th) Edition !—Thoroughly Revised and Up-to-Date 


Greenhill—Obstetrics 


A New Book !—Useful 1 echniques for Interpreting Chest Roentgenograms 


Felson—Fundamentals of Chest Roentgenology 


A New Book!—Management of Today's Industrial Accidents and Hazards 


and pitfalls are well outlined. The authors bring you fuller 
understanding of such topics as: Antepartum Care—T ox- 

emias of Pregnancy—Abortion—Muluple Pregnancy— 
Effects of Labor on the Child—Breech Extraction—Etc. 


From the Original Text by JosEPH B. DELEE, M.D. By J. P. GREEN 
HILL, MD Senior Atrending Obstetrician _— Gy necologist The 


Michac! Reese H ital; Obstetrician and Gy logis Associate 
Staff, The Chicag ying-In Ho yspital; Attending nex Cook 
County Hospital; Professor of Gynecology, Cook Country Graduate 
School of Medicine. With the Assistance of 23 Eminent ( ollabe fators 
1098 pages, 7°x10", with 1219 illustrations on 903 figures. 119 in 
color. $17.00 New (12th) Ediuon 


diagnostic implications. Here you will find The Pul- 
monary Meniscus Sign, The Double Lesion Sign, The 
Notch Sign, The Butterfly Shadow, The Sail Shadow of the 
Thymus, etc. The principles outlined here can be effec- 
tively applied to evaluation of films of other body areas 


By BENJAMIN FPELSON, M_D., Professor and Director, Department 
of Radu logy. University of Cincinnati College of Medicine irector 
Departmen f Radiology, Cincinnati General, Children's, Daniel 
Drake, Dunham, Christian R. Holmes, and Longview Hospitals 
Special Consultant, U. §. Public Health Service; Consultant to the 
Dayton and Cincinnati Veterans Administration Hospitals. 401 
pages, 64)°%x10", with 450 illustrations on 238 figures. About 
$11.00 New—Just Ready! 


Johnstone & Miller—Occupational Diseases & Industrial Medicine 


With increased exposure of the public to toxic materi- 
als, more physicians are confronted with situations 
closely related to the practice of industrial medicine 
This useful volume compiles all the known information 
about occupational disorders—their prevention, diag- 
nosis and management. The authors illuminate the full 
spectrum of the field from Scope and Elements of Indus 
trial Medical Practice to Diagnosis of Occupational Dis- 
eases, The major part of the book is devoted to clear, 
concise descriptions of the occupational diseases, utiliz- 
ing the clinical approach throughout. Organization log- 
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West Washington Square | 

Please send and charge my account: 

Greenhill’s Obstetrics, $17.00. 

Felson’s Fundamentals of Chest Roentgenology, about $11.00. ; 
| 


ically progresses from etiology, signs and symptoms, 
treatment, estimation of permanent and temporary disa- 
bility. Treatment is well outlined. Among the injurious 
agents covered, you'll find Noxious Gases, Resins and 
Plastics, Pesticides, lonizing Radiations, etc. 


By RUTHERFORD T. JOHNSTONE, M. D., Consultant in Industrial 
Medicine, Clinical Professor of Preventive Medicine and Public Health 
and Clinical Professor of Medicine, University of California at Los 
Angeles; and SEWARD E. MILLER, M_D., Director, Institute of Indus- 
trial Health, Professor of Medicine, Medical School, Professor of In 
dustrial Health, School of Public Health, University of Michigan 
Anon Arbor. 482 pages, 6447x944”, illustrated. About $11.50 
New—J) ust Ready! 


: Order Today from W. B. SAUNDERS COMPANY 


Philadelphia 5 


Johnstone & Miller's Occupational Diseases and Industrial Medicine, about $11.50. 


BOOKS 
| 
| 


Photos used with patient's permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 942 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10 times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


OcToBER, 1960 


anorectic-ataractic 


FOR THERAPY 
OF OVERWEIGHT PATIENTS 


elevates mood 


barbiturate hangover). 


A LOGICAL COMBINATION 
IN 


APPETITE CONTROL 


in very special cases 
a very superior brandy... 


specify 


HENNESSY 


COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 


BAMADEX 


obamate 400 mg.. with d-amphetamine sulfate 5 mg.. Tablets 


s d-amphetamine depresses appetite and 


meprobamate eases tensions of dieting 
(yet without overstimulation, insomnia or 


J 
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Bed of Digitalis pu-purea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 

0.1 Gram (114 grains) or 1 U.S.P. Digitalis Unit. 

They are physiologically standardized, 

with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 

entire therapeutic value of the drug. 

It provides the physician with a safe and effective 


means of digitalizing the cardiac patient 


and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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(Triacetytoleandomycin, Triaminic® and Calurin®) 


| safe antibiosis 

Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
to against certain antibiotic-resistant organisms. 


contain fast decongestion 


the « Triaminic®, 25 mg., three active components stop run- 


bacteria-prone ning noses, Relief starts in minutes, lasts for hours. 
cold well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY - LINCOLN, NEBRASKA 


a division of The Wander Company 
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antibiotic 
activity 


attains activity 
levels promptly 


DECLOMYCIN Demethyichlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE 
ACTIVITY 
WITH 
DECLOMYCIN 
THERAPY 


TETRACYCLINE 
ACTIVITY 
WITH OTHER 
TETRACYCLINE 
THERAPY 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 


: 
. 
attains 
— 
t 
3 
— 
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— LACTION . PROTECTION AGAINST PROBLEM PATHOGENS 


LOMYCIN 


retains activity 


levels 24-48 hrs. 


DECLOMYCIN Demethyichlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines...but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A' DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B* DOSAGE 


DURATION OF PROTECT,ON 


DAYS OF TETRACYCLINE C’ DOSAGE 


DURATION OF PROTECTION 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 


: 
DURATION OF PROTECTION 
PROTECTION AGAINST RECURRENCE 
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Rautrax-N lowers high blood pressure gently, 
gradually... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 


Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified — cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Rautrax-N 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudisin) 
and Benzydrofiumethiazide (*Naturetin) with Potassium Chioride 
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5 Tablets — 250 mig. (400,000 units). 
Srila fr Or! Slaton 60 


SYNCILLIN® 
500 mg t.i.d. 5 days 


ACUTE PHARYNGITIS 


M. 24-year-old-male. Admitted with sore throat 
which had progressed rapidly in severity for 24 
hrs. Temp. 104.4. Pulse 110. Acute pharyngitis 
and enlarged, red, bulging tonsils covered with 


pus. Throat culture revealed beta hemolytic strep. 


Patient given 500 mg. SYNCILLIN t.i.d. Within, 


24 hrs., fever terminated by crisis with 
marked relief of local signs and symptoms. 


After 5 days, infection was cured. 


‘Tablets — 125 mg. (200,000 units) 
ro 125 mg. (200,000 units) 
4 
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Variety is the spice in this diet! Meat patties, peas and carrots, baked 


potato, gelatin salad, applesauce dessert —and beer. 


The secret of a successful 
bland diet is acceptance 


Se appetizing (and therefore so acceptable)—broiled meat patties, 
made tender with crushed corn flakes and water, tasty with salt, 
savory with a hint of thyme or marjoram. Fish soufflé—delicious 
when the top is crisped with cracker meal and butter! 

Bland but satisfying are asparagus tips, carrots, and peas—served 
whole if tender, or puréed. Potatoes may be boiled, baked or 
mashed. Molded gelatin salads are pretty to look at—better to eat. 
For dessert, how about applesauce added to whipped lime gelatin 
and topped with custard sauce? 


tr: United States Brewers Foundation 


~ > 


If you'd like reprints of this and 11 other different diet menus for your patients, 
write United States Brewers Foundation, 535 Fifth Avenue, N.Y. 17, N.Y. 


And with your 
approval, a glass of 
beer can add zest to 
your patient's diet 


on43 
(Average of American Beers) 
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brand of chlormezanone 


effective oral skeletal 
muscle relaxant 
and tranquilizer 


LETS THE PATIENT WALK 
UP” 


__ In spite of torticollis. 
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relieves pain and spasm 
associated with torticollis. 


Ina recent study by Ganz, Trancopal brought considerable 
improvement or very effective relief to 20 of 29 patients 
with torticollis.' “The patients helped by the drug,” states 
Ganz, “were able to carry the head in the normal position 
without pain.”’ Similarly, Kearney found that in 8 of 13 
patients with chronic torticollis treated with Trancopal 
improvement was excellent to good. “... Trancopal is the most 
effective oral skeletal muscle relaxant and mild tranquilizer 
currently available.’ 


Lichtman, in a study of patients with various musculoskel- 
etal conditions, noted that 64 of 70 patients with torticollis 
obtained excellent to good relief with Trancopal.’ 


In a comparative study of four central nervous system 
relaxants, Lichtman reports that 26 of 40 patients 
found Trancopal to be the most effective drug.’ 


1. Ganz, 8S. E.: J. Indiana M. A 
52:1134, July, 1959. 2. Kearney, R. D.: 
Current Therap. Rea. 2:127 

1960. 3. Lichtman, A. L.: 

Acad. Gen. Pract. J. 4:28, Oct., 1968 
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Trancopa!l (brand of chiormezanone) and Caplets, trademarks reg. U.S. Pat. Off 
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Clinical results with ancopal 


Excellent Good Fair Poor 


LOW BACK SYNDROMES 


Acute low back strain 25 19 8 6 58 
Chronic low back strain 11 5 1 1 18 

‘Porters’ syndrome’’* 21 1 1 28 
Pelvic fractures 1 


NECK SYNDROMES 


Whiplash injuries 12 6 2 
Torticollis, chronic 


21 


OTHER MUSCLE SPASM 

Spasm related to trauma 15 6 1 - 22 
Rheumatoid arthritis 
Bursitis 


N 
N 


TENSION STATES 


TOTALS 112 70 23 15 220 
| (51%) (32%) | (10%) (7%) 


*Over-reaching in lifting heavy bags resulting in sprain of upper, middie, and lower back muscles. 


Dosage: Adults, 200 or 100 mg. orally three or four times daily. 
Relief of symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 


How Supplied: Trancopal Caplets® 
200 mg. (green colored; scored ), bottles of 100. 
100 mg. (peach colored, scored ), bottles of 100. 


(| LABORATORIES, New York 18, N. Y. 
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REMEMBER THIS: SO DOES ENARAX_—— 
SS A 


KN 


OCTOBER, 


Think of your patient with peptic ulcer—or with gastrointestinal 
dysfunction—on a typical day. 


Think of the anxieties, the tensions. 


Think, too, of the night: the state of his stomach emptied of food. 
Disturbing? 


Then think of ENARAX. For ENARAX was formulated to help you control pre- 
cisely this clinical picture. ENARAX provides oxyphencyclimine, the in- 
herently long-acting anticholinergic (up to 9 hours of actual achlorhydria') 

. plus Atarax, the tranquilizer that doesn't stimulate gastric secretion. 


Thus, with b.i.d. dosage, you provide continuous antisecretory/antispas- 
modic action and safely alleviate anxiety . .. with these results: ENARAX 
has been proved effective in 92% of G.I. patients.?* 


When ulcerogenic factors seem to work against you, let ENARAX work 
for you. 


(io ma. Pius 25 a. ataraxet) A SENTRY FOR THE G.I. TRACT 


dosage: Begin with one-half tablet b.i.d. — preferably in the morning and before retiring. 
Increase dosage to one tablet b.i.d. if necessary, and adjust maintenance dose according 
to therapeutic response. Use with caution in patients with prostatic hypertrophy and only 
with ophthalmological supervision in glaucoma. 

supplied: In bottles of 60 black-and-white scored tablets. Prescription only. 


References: 1. Steigmann, F., et al.: Am. J. Gastroenterol. 33:109 (Jan.) 1960. 2. Hock, C. W.: 
to be published. 3. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 4. Data in Roerig Medical 
Department Files. t brand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION 
WHERE OCCULT BLEEDING IS PRESENT 


HEPTUNA® PLUS 
THE COMPLETE ANEMIA THERAPY 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being ™ 


1960 


SuULTUSSIN’ 


TABLETS (new!) and LIQUID 


‘ = TUSSIN simultaneously affords maximum 

_ sneezing, stuffed or runny nose, cough, ptvdieiad malaise, 
slight fever, and other distressing symptor the severe 
common cold, coughs, influenza, etc. 


VIRGINIA MepicaL MONTHLY 


- protection in your 
<= upper respiratory disorders 
SULTUSSIN triple sulfonamides add their_antibacterial 
power to your choice of antibiotic to... . 4 
£@help prevent and clear up secondary infections 
avert the dangers of rheumatic fever, nephritis, 
lavored antibacterial chemoprophylaxis expectorarnt 
7 leasant antiallergic @ bronchodilator @ antispasmodic’ 
Liquid in. ur  0.083Gm. 0.166Gm 
THE TILDEN COMPANY e NEW LEB. NON, N.Y 
Oldest. Manufactu ‘Pharmaceutical House in America Founded 1824 


“Sometimes, 
when I have 
a running nose, 
I'd like to 

clear it with 


TRIAMINIC@™ 
just to check out 
that systemic 
absorption business. 


Reaches all nasal 
and paranasal 
membranes, huh?” 


...and for humans You can’t reach the entire nasal and paranasal mucosa by putting 


medication in a man’s nostrils — any more than you could by trying to 
with pour it down an elephant’s trunk. TRIAMINIC, by contrast, reaches all 


RUNNING NOSES respiratory membranes systemically to provide more effective, longer- 


lasting relief. And TRIAMINIC avoids topical medication hazards such 
as ciliary inhibition, rebound congestion, and “nose drop addiction.” 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Each Triaminic timed-release Tablet provides: 
Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate 25 mg. 


firet— the outer layer Dosage: | tablet in the morning, midafternoon and at bedtime. 
-~ dissolves within In postnasal drip, 1 tablet at bedtime is usually sufficient 
Each timed-release Triaminic Juvelet® provides: 
3 to 4 hours of relief 
; % the formulation of the Triaminic Tablet. 
/ then— the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 
give3 ~a sere Each tsp. (5 ml.) of Triaminic Syrup provides: 
hours of relief \% the formulation of the Triaminic Tablet. 


Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 \% tsp. 


ds R IAM I N I > timed-release tablets, juvelets, and syrup 


SMITH-DORSEY - a division of The Wander Company + Lincoln, Nebraska 


Sy running noses “& , &, and open stuffed noses orally 


‘ 
4 i 


brand of eraZzo 


Even In the more transient rheumatic 
disorders, an anti-inflammatory effect 
more potent than that provided by aspirin 
is often desirable to hasten recovery ge 
and get the patient back to work. 
By combining the anti-inflammatory 

action of prednisone and phenylbutazone, 
Sterazolidin brings abovt exceptionally 
rapid resolution of inflammation with relief 
_of symptoms and restoration of function. | 
Since Sterazolidin is effective in low 
dosage, the possibility of significant 
hypercortisonism, even in long-term 
therapy, is substantially reduced, 


1.28 mg.; Butarolidin®, brand of phenylbutazone, 50mg; 


dried aluminum hydroxide gel 100 mg; magnesium a 
trisilicate 150 mg; and homatropine meth bromide 1.26 mg. 
Bottles of 100 capsules. 


Geigy. Ardsiey. New York 


165-60 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “‘seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. SuppHed: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


CD 2839 


Acts swiftly the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / Cranbury, N. J. 
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for control of nasal allergies 
and seasonal hay fever 


g 


BRAND OF TIMED DISINTEGRATING ANTIHISTAMINE-DECONGESTANT TABLETS 


Each tablet contains: ——— 6.0 mg. Chiorpheniramine Maleate 


37.5 mg. Pyrilamine Maleate 


15.0 mg. Phenylephrine 
Hydrochloride 


ONE TABLET 


swiftly drys up nasal secretions; 
yields maximum response 10 to 12 hours 


One third of the dosage disintegrates 
immediately to contro! irritating nasal 
secretions. The remaining dosage re- 
leases gradually to provide a therapeu- 
tic effect up to 10 to 12 hours. Only 
minimum side effects and low pressor. 


Two widely proven antihistamines. 
And, a potent decongestant. Now 
combined in Animine Timed Disinte- 
grating Tablets. 


Prescribe 


Anamine 


Avaiiabie in botties 
SO and 250 tabiets; 


also pint liquid. 


PHARMACEUTICALS Greensboro, North Carolina 
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Bronchodilator|/tranqualizer 


WITH FREEDOM FROM... 


gastric upset — - 
@urinary retention 


“Ephoxamine has been found to be a highly useful 
asthmalytic preparation, which seems to be effective when 
the usual, oral asthmalytics are not."’' | 
—— “Ephoxamine is a highly effective drug for maintenance — —- — — 
“Ephoxamine is wel! tolerated and has not 
tive of any significant side-effects to date.” 


EACH SCORED TABLET CONTAINS: 50 mg. theaholoxbaite DHC 
/DOSAGE: Adults: 1 to 2 tablets every 4 hours 
Children: (6 to 12 years) one half adult 
} 


1. Swarts, H.,‘‘Ephoxamine in the Symptomatic Treatment of Bronchial Asthma,” Current Therapeutic Research, 
1:93:1959. 2. Flothow, M. W., “Ephedrine and Antihistamine Combined Treatment in Allergies,” J. of Med. Soc. 
of N.J. 56:733:1959. 3. Swarts, H., “‘Ephoxamine as Maintenance Drug Therapy in Chronic Bronchial Asthma: a 
Preliminary Report,” Therapeutics 1:3:1960. | 


| 


} 


|| | Now FOR NEW | 
iawn NOW FOR NE CONTROL OF __ &g 


18 pounds, instrument 
and accessories 


tea Operation 


Complete diagnostic 


SANBORN COMPANY 
‘MAN ST., JALTHAM 54, MAS 


Betuespa Branch Office 8118 Woodmont Ave. 
Oliver 6-5170 and 6-5171 
RicuMonp Resident Representative 301 FE. Franklin St., Milton 9-1108 


Mepica, MontTHiy 


Briet-case size Wie 
Simpl ightforward 
a imple, straightiorwar 
Lightweigh lled } 
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All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory derma- 


toses, and bronchial asthma. They differ in the frequency and severity of side effects. Introduced 


in 1958, Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled ...as evidenced by the high rate 


of refilled Anistocort prescriptions. 


EDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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| a promise fulfilled 


...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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clinical use... 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MErROTABS*—400 mg. unmarked, coated tablets. 


a QP WALLACE LABORATORIES / Cranbury, N. J. 
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November 28, 29, 30 | 
December | | 


Washington, D.C. 


United States Capitol 


and Informative Cross-Section 


icine For, ALL Physicians 


Our xation’s historic capital city will 
be the setting for the American Medical 
Association's 14th Clinical Meeting 
November 28 through December 1. 
The program—planned to interest 
and inform every physician—features 
the latest medical developments pre- 
sented in panel discussions, sympo- 
siums, round table sessions, lectures, 
closed circuit telecasts and motion pic- 
tures. Many scientific and industrial 


exhibits will be on display. 


Smithsonian Institution 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street, Chicago 10, Illinois 
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To the relief of musculoskeletal pain, 


MEDAPRIN’ 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


OcToBEeR, 1960 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
© 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
@ 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 
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Squibb Announces 


Chemipen 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 
penicillin g 


nyethy! Pemic 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. } 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- — 
tain higher blood levels— with greater speed—than \ 
those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.° 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 


Potess.um 


And the economy for your patients will be of 

particular interest ——Chemipen costs no more 

than comparable penicillin V preparations. 

Dosage: Doses of 125 mg. (200,000 u.) or 

250 mg. (400,000 u.), t.i.d., depending on the 

A severity of the infection. The usual precautions 

must be carefully observed with Chemipen, as with 

all penicillins. Detailed information is available on 
request from the Professional Service Department. 


Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 


250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
SQUIBB 


Syrup (cherry-mint flavored, nonalco- 
holic ), 125 mg. per 5 ce., 60 cc. bottles. 


*Knudsen, F. T., and Rolinson, G. N.: 
Lancet 2:1105 (Dec.19) 1959. 


Squibb Quality —the 
Priceless Ingrediens 


VIRGINIA MepIcaAL MontTHLY 


4 
he. 
| 
c 
: 
36 ‘ 


Three Strengths — 
PHENAPHEN NO. 2 

Phenaphen with Codeine Phosphate Va gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate V2 gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 


PHENAPHEN ein each copsule 


Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital 4% gr...... (16.2 mg.) 
Hyoscyamine sulfate... . . (0.031 mg.) 


Robins 


Ethical Pharmaceuticals of Merit since 1878 


Raise the Pain Threshold 


intensified gedeine effects with 
control of adverse reactions. 


It renders unecessary (or postpones) 


the use of morphine or addicting 
synthetic napeetics, even in 
many cases Of late cancer. 


Phenaphen with Codeine provides 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


o 
5 | 
a 
4 
ia 


cites beneficial 
‘results in over 
cases 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured sktn achieved these excellent 
resuits: 
CASES AFTER SARDO* 
Excellent Good Poor 


49 Senile skin 32 13 4 
26 Dry Skin in younger 
patients (diabetes, etc.) 14 
20 Atopic dermatitis 8 
13 Actinic changes 
10 Ichthyosis 3 


Skin Conditions Benefited No Benefit 
20 Nummular dermatitis 19 1 
10 Neurodermatitis 10 ~ 


SARDO acts!” to (A) lubricate and soften skin, (B) replenish natural 1. Weissberg, G.: 


emollient oil, (C) prevent excessive evaporation of essential moisture. aa _ 


SARDO releases millions of microfine water-miscible globules to pro- 2. Spoor, H. J.: 


vide a soothing suspension which enhances the efficacy of your other N. Y. St. J. Med., 
therapy. Oct. 15, 1958. 


‘ *patent pending 
SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- T.M. ©1960 


ing. Bottles of 4, 8 and 16 oz. 
for SAMPLES and complete reprint of Weissberg paper, please write... 


Sardeau, Inc. 75 Bast 55th Street, New York 22, N. Y. 
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‘B. W. & Co.” ‘Sporin’ Ointments 

rarely sensitize... 
give decisive bactericidal action 
for most every topical indication 


Broad-spectrum antibac- Bs 
4 terial action—pius the | 
soothing anti-inflam- 
matory, antipruritic ben- 
; « brand Ointment efits of hydrocortisone. | 


— LS 


The combined spectrum 


of three overlapping ‘ y° 
antibiotics will eradicate 

virtually all known top- 

ical bacteria. 


brand Antibiotic Ointment 


4 A basic antibiotic com- 
bination with proven 
effectiveness for the 
topical control of gram- 


brand Antibiotic Ointment positive and gram-nega- § 
tive organisms. 


Contents per Gm. 


‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 


Zinc Bacitracin 


5,000 Units 
400 Units 


Neomycin Sulfate 


5 mg. 
10 mg. 


Hydrocortisone 


Supplied: Tubes of 1 oz., Tubes of 1 oz., oz. 
Y% oz. and & oz. % oz. and % oz. 


(wit! 
(with ophthalmic tip) (with ophthalmic tip) me 1. tip) 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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IN COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 
RIGHT AWAY Neo-Synephrine hydrochloride relieves the boggy 


feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


(|| iithrop LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
New York 18, N. ¥. age of tissue without interfering with ciliary activity 

or the protective mucous blanket. 
® For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
nd of phenylephrine hydrochloride) too for adults and children; in solutions from 

hydrochloride 

144% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 
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Squibb Sulfas (Trisulfapyrimidines) 


Clinical experience continues to prove that 
TERFONYL provides many special advantages 
fundamental to successful antibacterial therapy. 


specificity for a wide range of organisms ,superinfection rarely 
encountered soluble in urine through entire physiologic pH range 
minimal disturbance of intestinal flora excellent diffusion through- 
out tissues readily crosses blood-brain barrier .sustained 
therapeutic blood levels extremely low incidence of sensitization 


SUPPLY: Tabiets, O.S5 gm. Suspension, raspberry flavored, 0.5 gm. per teaspoonful (Scc.). 


Squibb Quality—the Priceless Ingredient 
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anxiety intensifies 
arthritic 


. DARVO-TRAN” relieves pain more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 
anxiety spiral. In coed the the tranquilizing properties of Ultran® a 
added to the established analgesic effects of Darvon* and the anti-inflam- 
matory benefits of A.S.A.*. Clinical and pharmacologic studies have shown 
that when pain is accompanied by anxiety, the addition of Ultran enhances 
and prolongs the analgesic effects of Darvon. 

Each Pulvule® Darvo-Tran provides: 
Darvon . . . . 32 mg.—TO RAISE PAIN THRESHOLD acetyisalicylic acid with phenaglycodol, 
AS.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION Lilly 
Ultran. . . . . 150 mg.—TO RELIEVE ANXIETY Ultran® (phenaglycodol, Lilly) 

Darvon® (dextro propoxypnhene hydrochloride, 

Usual Dosage: Lilly) 

1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
020407 
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MEDICAL Whole No. 1301 
MONTHY 


The Virginia 


Guest Editorial... . 


The Foreign Medical Graduate 


8 png rFHE PAST few years, many of the hospitals in Virginia, because of 


necessity, have had some graduates of foreign medical schools on their interne and 


residency staffs. Ordinarily these foreign graduates have worked in direct association 


with bovs from our own schools 


It is an established fact that there is not a sufficient 


number of graduates from our own medical schools available to fill the vacancies on 


the house staffs of hospitals that have 


approved residency programs. This disturbing 


situation is not likely to be corrected in the near future 


, since the number of graduates 


from our medical schools is not increasing appreciably. More general hospitals are 


being created and there is a tendency on the part of most well-run hospitals to work 


towards residency approval in the departments of medicine and surgery, and in some 


instances, towards approval in the sub-specialties 


| For those of us who are operating 


hospitals with approved interne and residency programs, we find it mandatory that 


we maintain an effective house staff. It 


would be impossible for the visiting staffs 


in these hospitals to carrv on the dutic s ordinarily assigned to house officers in addition 


to their own responsibilities 


During the past few months there has appeared in the current literature a widespread 


criticism of the effectiveness of these foreign 


raduates in their positions as internes 


and residents. This indictment in some instances has been so all-inclusive as to convey 


the impression that the preliminary education which these men have been given in their 
own schools is completely inadequate, by our standards, resulting in a product which 


is totally ineffective. Attention is principally focused upon this group of foreign grad- 


uates at this time because of the high incidence of failures which has occurred in the 


examination which these foreign graduates have been required to take in order to 
remain on the house staffs of approved hospitals in the United States. I have no criti- 


cism of this examination. As a matter of fact, I think the examinations that these men 


have been asked to take are completely fair. These examinations have not included 
questions which graduates af medicine should not be able to pass. In fairness to these 
foreign graduates, I think it should be said that the type of examination which is given 
them is totally unfamiliar to them. The multiple-choice type of examination is con- 


fusing to some degree to those of us who are familiar with our own language. Since 


540 


the foreign graduates have had no experience with this type of examination, they must 
necessarily feel an added confusion when they are asked to make selections of answers 
in view of their language difficulties. Since these men are examined en masse, | 
know of no fairer way to construct an examination. It is probably unfortunate that 
this examination for foreign graduates was not instituted soon after World War II 
when the hospital expansion program in this country was just beginning and the efforts 
at approval for residency programs in non-university hospitals was in its infancy. 
During this period no examinations were required of these men and many sub-standard 


individuals sought training in the United States for various purposes 


During the past ten years, I have had on my service a considerable number of for- 
eign graduates who wanted to prepare themselves to practice general surgery and who 
were willing to go through a period of training of four years with us in preparation 
for this specialty. These boys have worked harmoniously with our residents who came 
from American schools. It has been apparent that these men as a whole have not been 


taught medicine with the same disciplined instruction that is taught in our own schools 


By our values of instruction, it is impossible to produce graduates in medicine with 


the mass production that is in force in foreign schools, It is apparent that many of 


these boys have come to America who have had a very limited opportunity for associa 


clinical patient problems. Some of our foreign graduates have done excep 


tionally well. In many instances these foreign graduates have done exceedingly good 
work for us and we have encouraged this group to assume further qualifying experi 
ences in surgery so as to enable them to return to their own lands with a possibility 


surgical future. We have been fortunate to have many of our foreign grad 


uates selected for us by our representatives in foreign countries 

After the ECFMG September examinations, which will be held in this country, I 

idvised that all of these exar ti bsequently will be offered in the foreie 

am advised that all of these examinations su sequently will be oftered in the foreign 
countries and only those men who pass these examinations local], will be privileged to 
come to America under the Student Exchange Program. It is reasonable to conclude that 
these men who will be permitted to come to America under this program for further 


educational opportunities will offer good material for development 


Unless some of these potential foreign graduates are made available, pirticularly t 


hospitals which do not have medical school affiliations. it would be very difficult t 


maintain a properly disciplined institution. 
property 


I hope that medicine is one of the sciences that will always have no political or geo- 
graphical frontiers. The very fact that these young foreign doctors feel that they have 
een taught well and that they have been adequately prepared for their life’s work in 
the United States will, in my judgment, create good public relations and reflect a last 
ing friendship for our country. 


J. M. Emerr, M.D. 


C. & O. Hospital 


Clifton Forge, Virginia 
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General Practice 


Hypnotism is a valuable tool when 
properly used by a trained ther- 
apist. One must understand, how- 
ever, what can be accomplished 
and what cannot, as well as when 
its use might be beneficial and 
when harmful. 


| es 1942, a young, married woman, whom I had 
“Why don’t you 
Why don't 


I was willing to do so, but as 


intervie wed several times isked 
do som thing else besides talking to me 
you hypnotize 


I had never hypnotized anyone previously, I hesi 


tated until the patient idded the additional stimulu 
which I needed by saying; “I know that vou can 


hypnotize me, because my husband can do it, and 


As my professional self 


esteem was at stake, I held up my hand wit! 


he is not even a doctor.” 

issumed self-assurance and before I had a chance 

to speak the patient entered into the trance st 

she had hypnotized herself 

rhis initial experience 18 vears ago taught me 
All I had done was to “ 


was the patient who had satisfied a specific psycho- 


humility set the stage’, it 


logical need by establishing a specific type of inter 
personal relatedness which was characterized by 
passive compliance and selective attention 

Thus, at the very beginning of my interest in 
hypnosis, I learned that anyone, even someone who 
was ignorant of the theoretical and technical impli- 
cations of hypnosis can “hypnotize” a patient 

Even when the patient is skeptical, and says that 
he has no faith in hypnosis, it is how he behaves 


rather than what he says, which indicates the degree 


Presented at the Annual Meeting of the Virginia 
Academy of General Practice, Virginia Beach, May 12-15, 
1960. 
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of his unconscious need for a regressive, compliant 
relationship. 


The ideal patient is intelligent and able to con- 
centrate on what is being said, and to believe that 
whatever the doctor says will happen, can and does 
happen In brief, if the patient will look where 
you tell him to look, if he will pay attention, only 
to what you say to him, if he will become passive 
and let things happen, then he can be hypnotized 


effectively 


The doctor, in turn, must be convinced of his 


ibility to succeed and learn to overcome the feeling 


self-consciousness during the introductory phase 
when he is instructing the patient how to act 


what to expect. 


In selected cases hypnosis has been used to relieve 
pain in terminal cancer,” in severe burns, and in 
minor and major surgery.’* It is helpful in reducing 
inxiety in dental care!® and obstetrics, and has been 


f value in the treatment of habituation, obesity, 


stuttering, and skin conditions.” Each individual 


must be evaluated in regard to his motivation, his 
secondary gains, and his ability to live comfortably 
without his neurotic “crutches”. In psychiatric prac- 
tice 1 have used hypnotherapy in the treatment of 
neuroses,® sex offenders,’ and severe hysterical de- 
pressions’ with some measure of success. 
The psychodynamics involved in the hypnotic 
relationship can briefly be summarized as a need to 
dominate or be dominated which may include a fear 
of losing control of one’s will, a desire to be humil- 
iated or overpowered, or a need for dependency. Hyp- 
nosis to some patients may mean death, a homosexual 


relationship, or symbolize a rebirth fantasy.™ 

Che hypnotist also must know himself, and not 
derive too much vicarious satisfaction or “power” 
from the treatment of the patient while in the trance 
state. He must be aware of the dangers of becoming 
involved in the patient’s paranoid projections, of 
arousing repressed conflicts which may overwhelm 
the patient, of becoming the object of the sexual 


fantasies of the patient, or of removing symptoms in 
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disturbed, unstable individuals who require their 
symptoms as “defenses”. 

The dangers of hypnosis are those which accom- 
pany every psychotherapeutic relationship. Anyone 
who hypnotizes a prepsychotic patient without know- 
ing what he is getting into is like the fool who ven- 
tures where angels fear to tread. Psychiatric train- 
ing is an absolute prerequisite for intensive hypno- 
therapy. The average practitioner should confine his 
hypnotic efforts to the preparation of the patient for 
surgical procedures, the alleviation of pain (anal- 
gesia and anesthesia) and post-operative comfort.” 

The doctor continually is making direct and in- 
direct suggestions to every patient. A negative phys- 
ical examination suggests, “You can stop worrying.” 
An injection suggests: “You are now being cured,” 
and a prescription for a tranquilizer suggests that 
the neurosis is an organic disease, and that the 
underlying conflicts can be ignored (repressed). 

Hypnosis like penicillin should be used discrimi- 
nately and always with the full consent of the patient. 
Some time ago I readily hypnotized an apparent] 
compliant patient who had been successfully treated 
hypnotically during a previous illness. However, on 
this occasion no progress was made and soon he 
broke off treatment with no explanation. Later he 
returned after having had electroshock therapy, 
which only increased his anxiety and phobic state. 
He then informed me of the severe tension which he 
had experienced during each hypnotic session. He 
explained that he had not complained because of 
his neurotic fear of offending me and asked, “Don't 
you talk to patients any more?” I reassured him 
that I did, and then treatment could proceed in a 
way which was better adapted to the patient's needs 
and not to my own preconception of what the treat- 
ment should be. 

The general practitioner should always begin by 
using waking suggestion. Certain patients are more 
suggestible when fully awake. The doctor who tells 
a patient, “You are beginning to look better. You 
are one of my best patients and I expect you to im- 
prove even more during the next two weeks,” is 
bringing “new life’ to his patient. A recent study 
of glaucomatous patients by Berger and Simel' dem- 
onstrated that intraocular tension was reduced more 
effectively when the doctor directly told the patient, 
in a sincere manner, that his headaches would dis- 
appear and that his eye condition had improved, than 
when suggestions were given either while the patient 
was under hypnosis or posthypnotically. 


Some patients are most suggestible when asleep, 


and others respond best to suggestions in the light 
stage of hypnosis. A patient may develop a somnam- 
bulistic state and still may not respond to suggestion 
if he is not properly motivated. Wolberg” tells of 
a doctor who requested to be hypnotized to prepare 
himself better for the New York State Board exam- 
ination. He was an excellent subject and all went 
well. On the day of the examination he called Wol- 
berg and sheepishly confessed that he had overslept 
His father had insisted that the patient take the 
examinations in New York, but the young man had 
a sweetheart in another state and preferred to take 
his boards in that state. He had solved the problem 
by oversleeping, after having consented to take them 
in New York to please his father. 

Many patients are passive and remain silent as 
soon as they develop the specific interpersonal rela- 
tionship which is the trance state.? These individuals 
should be told, “Enjoy being relaxed. You have 
nothing on your mind hat is good. Don't say 
anything until it comes to you naturally and without 
effort. What you say is not as important as how you 
act in keeping with your natwial, real feelings. You 
can sav nothing and get well, if that is what vou 
want to do.” In this manner the patient is free to 
find his own way of expressing himself while in the 

State 

One of the recurrent problems is the patient who 
insists that he has not been asleep hence he 
heen hypnotized. Hypnosis is not sleep—it 

m” sleep therefore, inform my pati 
hypnosis is not sleep and that if he wants 


to do it at home. “You come here,” I say. ‘ 


sleep, but to learn how to relax, and how to live mort 


effectively, fully and without your present com 
plaints.” 

I have expressed criticism of the use of sleep sug 
gestions (that the patient will become tired and 
sleepy, etc.) in the induction of the “trance” state 
This type of formulation represents hypnosis as 
being closely allied to physiological sleep, and neces- 
sarily implies a maximum degree of passivity on the 
part of the patient who supposedly is being overcome 
by an impersonal process. It always is embarrassing 
to the doctor, when the patient who is being “hypno- 
tized”’ by being told repeatedly that he is getting 
“sleepier and sleepier”’, replies, “Doctor, I don't feel 
sleepy at all.” 

I, therefore, always keep in mind that the patient 
does not have to be “genuinely hypnotized” in order 
to get well. The silent, passive patient who is diffi- 
cult to hypnotize is instructed how to relax with his 
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eyes closed and told to concentrate upon some neutral 
topic (such as the furnishings in his house), while 
I repeat he can expect to recover from his complaints. 
In this manner from the beginning the patient is 
subjected to two processes, while he is learning how 
to relax up to the point of drowsiness. The purpose 
of one being to induce the hypnotic state, or as I 
prefer to say, the hypnotic relationship; The other 
process is to relieve disease by therapeutic suggestion. 
Often the latter is successful before the patient is 
“hypnotized”. 

Phe traditional concept of hypnosis as being a 
passive, physician centered technique is no longer 
in keeping with the facts. The hypnotic condition 
more closely approximates the waking state than it 
does physiologic al sleep The patient in the trance 
state is very much aware whether he is being inves- 
ugated (a physician centered goal) or being treated 
in accordance with his basic personality needs.* 

What was called Rapport by the early magnetizers 
is now known as Transference. It is this emotional 
relationship between the doctor and his patient which 
is the basic principle in the art of everyday medical 
practice An enthusiastic doctor who pres ribes a 
“wonder” drug obtains the effect that his patient 
has been told to expect. An investigator who believes 
implicitly in the beneficial result of Thorazine can 
achieve a marked improvement in 77° of his pa- 
tients, while a more critical colleague only gets 10°; 
moderate improvement in a comparative series of 
cases." When the new drug becomes less popular 
its therapeutic effect becomes markedly reduced. This 
is what occurred after the introduction and initial 
wide acceptance of bromides, chloral hydrate and the 
barbiturates, each of which was hailed as a “wonder” 


drug, and it also will happen to the “tranquilizers” 


Our medical forefathers were more aware of the 
personal influence of the physician than we are at 
present, when a new “miracle” drug arrives by mail 
almost every day. Sir Daniel Wilkes in an address 
delivered in 1894 was of the opinion that “To sit 
down in one’s chair daily and write on a piece of 
paper the name of some drug for every ailment with- 
out exception, which comes under our observation, 
is in the present state of medicine, an absurdity and 
is simply pandering to human weaknesses. . . . I 
know of no more successful practitioner than the late 
Sir William Gull and his treatment was rational, but 
he did not credit any particular drug with the prop- 
erties ascribed to it by the patient. His prescriptions 
very often consisted of nothing but colored water.’ 


The older physicians can recall when medicine to 
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be really effective had to have a bitter taste, and if 
it had a bad smell, the patient was even more satis- 
fied. Times have changed and medicinal formulas 
have become more elegant, but the effects of sugges- 
tions have remained unaltered. The value of the 
placebo has been brought to the attention of the 
profession by a number of investigators.” The 
term, placebo, means, I shall please, and represents 
the influence of the doctor, upon whom the patient 
depends for both care and emotional support. 
Every medical procedure includes the same funda- 
mental ingredient, the personal worth of the doctor. 
Phe actual cause of a patient’s improvement may 
escape the doctor's attention, but any proc edure is 
helpful if the patient believes that it is. The good 
result may be inadvertent, as in the case of the 
patient who reported that he was very much improved 
since his last visit. When asked what had helped 
him most, his reply was that it was due to the “treat- 
ment’ during which a cuff had been wrapped around 
his forearm then compressed and released several 
times until his circulation had returned to normal! 
Similar improvement has been reported following an 
electrocardiogram “treatment”. 

We may smile at the naivete of the patients, but 
the recent popularity of natural childbirth is evidence 
that waking suggestion still is with us and always 
will be. I quote Dr. Nicholson Eastman, Professor 
of Obstetrics at Johns Hopkins, “As for myself I 
have always regarded the breathing exercises as pure 
bunkum. The only end they serve, as I see it, is to 
give the parturient something to think about other 
than her labor pains. If instead of being taught 
ways of breathing she were drilled in some form of 
mental gymnastics . . . and was made to believe that 
assiduous concentration on this mental arithmetic 
would produce natural childbirth, the end results 


in my opinion would be equally good.” ™ 


I agree unequivocally with Professor Eastman’s 
astute observation. It has been demonstrated re- 
peatedly that when a patient does not pay attention 
to a pain stimulus, he is not quite as aware of its 
noxious effects. This is just as true for the par- 
turient, who is preoccupied with her breathing exer- 
cises, as for the wounded soldier under stress of 
combat. The pain threshold can be raised by con- 
centration on some unrelated subject, by distraction, 
such as repeated loud noises, and by suggestion, 
especially if combined with relaxation. 

There is absolutely no difference in kind, between 
hypnotic suggestion and the waking suggestion which 
already have been described. The arthritic invalid, 


: 
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who believes that his condition is being effectively 
treated, while seated in the pit of an inactive “ura- 
nium” mine, will obtain the same temporary relief 
as the patient who receives post-hypnotic suggestions 
or placebos. Trant and Passarelli have reported that 
in cases of rheumatic arthritis, “the number of pa- 
tients benefited from placebos is about the same as 
that of those influenced by methods of therapy Te- 
ported in other studies.” - 

Hypnosis is nothing more than the suggestive, 
placebo effect presented in a specific inter-personal 
setting. 

Hypnosis is not sleep. The electroencephalogram, 
the basal metabolic rate, and deep reflexes of the 


hypnotized patient are normal.’’ Hypnosis is imita- 


tion sleep, which is in itself the product of cumula- 
} 


tive suggestions. The practice of hypnosis is based 


upon the art of combining “directed attention” with 


“relaxed detachment so that their combined effect 


developed to highest possible degree for 


nt. Hypnosi prises a number of in- 
dependent, psychologi tions, each augmenting 


the other, until a 5] pe of interpersonal re- 


latedness is establi h is the trance state 


The good hypnotic subject, therefore, must not 


only consciously desire to cooperate, but must have 
an unconscious wish or need for a regressive inter- 


personal experience, which makes it possible for him 


to “mentally and bodily comply” and to “literally 


think as the operator wants him to think.” 

It is wrong in ind misleading in prac- 
tice to beg I formins he patient directly or 
indirectly t ill recover as soon 


What usually 


uses is that the patient feels com- 


recall certain memories. 
happens in these « 
pelled to fabricate traumatic memories in order to 
please the therapist. It has been demonstrated that 
patients fabricate more easily under hypnosis than 
in the waking state. It also is an accepted clinical 
observation, that each hypnotist receives those psy- 
chological contents, which he has indicated to his 
patient, as being the ones that he is specially inter- 
ested in. 

This reminds me of the story told by Sid Caesar 
when he played the role of the Professor, who was 
seeking an explanation of his patient's chronic in- 
somnia. “I made him go back, as far back as he 
could go in his memory,” said the Professor, “Until 
the patient remembered that when he was an infant 
his mother had told him to open his eyes, and then 


had forgotten to tell him to close them! 


If this appears humorous, let me tell you about the 
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patient from a city in the deep South, who was 
referred to me for the treatment of torticollis. He 
was a successful, ambitious, business executive who 
had “outgrown” his dutiful wife and felt guilty 
because he was thinking of divorcing her. In a 
matter of several minutes, after readily entering 
the trance state, his head became as straight as an 
arrow. The patient was aroused and permitted to 
see the “wonderful” cure in a mirror, but expressed 
“Why”, he asked, 


“can you do this and why can’t I? I won't be satis 


himself as being dissatisfied 


fied until I can do it myself.” As he departed for 
home he asked me for the name of a book, and | 
Hornev’s The 


The patient wrote to me several months 


mentioned Neurotic Personality of 


Our Time 
later that the book had contained a statement (which 
is untrue a patient is cured when he remembers 


an early trauma. The patient was pleased to report 


that he had succeeded in recalling an early trauma 
which had occurred at two, when he had a hernia 


operation and had “almost died”. “Certainly 
wrote, “That must have been a real traumati 
He had been able 


straighten out his head and to keep it straight after 


perience for a two year old 
he had recalled this traumatic event, and promised 
to come to visit me, so as to prove that he was 


A few weeks later he dropped in on 


symptom free 


his wav to Washington to demonstrate that his head 
was “as good as new’’.®?4 

Hypnotherapy, if it is to be accepted as one of the 
dynamic psychotherapies cannot remain naive and 
unsophisticated but must learn to avoid the erroneous 

tices which have been proven ineffective thera 
peutically over a period of 50 vears. You cannot 
turn the clock back to the time, when therapeutic 
suggestion was the only way to help the neurotic 


} 


patient. The patient cannot be coerced into getting 


well by any approach decided upon in advance | 


the therapist. The patient must find his own way 
as well as his own time, when to get well, just as the 
doctor must develop his own way of helping the 
patient. You cannot “give” a patient insight by 
telling him what is wrong when he is awake or 
while he is hypnotized. Insight, the kind that leads 
to personality integration is not an intellectual, ra- 
tional process but an emotional reconstructive process 
coming from within and not from without. Neuroti: 
patients are afraid to get well too quickly because they 
are not mature enough to live without gratifying such 
infantile needs as excessive attention, sympathy, and 


guidance. They seek someone to tell them what to 
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do and how to do it, then react by feeling hostile 
and guilty. They cannot surrender these emotional 
supports or defenses without feeling overwhelmed 
and anxious. They will torture themselves, if by 
this means they can satisfy an infantile need to 


obtain sympathy and get closer to someone 


Bertha L. is an immature mother of two children 
who was unable to cope with a domineering mother 
1 passive, dependent husband, a phobic younger son, 
and an asthmatic older boy. She demonstrated her 
failure to master this situation by developing severe 
exhaustion and a feeling as if she were about to 
collapse The patient recovered completely with 
waking suggestions after three sessions over a period 

weeks; she became more un- 
When asked why, she said, “When I was sick 


I was the 


of three nevertheless, 

happy 

center of attention My brother, who 

seldom came to see me, visited often and was inter 

ested in me. My mother was more understanding 
was 


Now that I am 


and even my husband was helpful happier 


when I was nervous than I am now 
well 


no one seems interested in me anymore. I guess 


I got well too soon 


A week later all of her symp- 


toms had returned and it was three years before they 


disappx ired again and she was able to live without 


her neurotic defenses. The doctor who tries to “cure’’ 


these patients too quickly is like the boy scout who 


was escorting a struggling old lady across a busy 


street and finally, after much effort, made it to the 


othe r sick 


only to have the old lady say, “Young 


man, I was going the other way.” 


The value of suggestion and abreaction lies not 


in themselves but in the fact that the patient is ready 


(set), able (mature enough), and willing (uncon- 
sciously wishes) to get well and to remain well (self- 
sufficient and realistic). 


the therapist of his choice (the transference object) 


Onlv then can he endow 


with the power to cure him 


The need to please the therapist has been referred 
to several times. Masserman has discussed the be- 
havior of a patient “in deep hypnotic trance’ who 
was regressed to her second birthday. Then directed 
to relive her birth to which she responded by a halt- 
ing, tortured reply, “I feel cramped. Now it’s cold!” 
He then told her she was in her eighth month of 
intra-uterine life, as anticipated, she responded with 
the simple statement, “It throbs.” Masserman cor- 
rectly surmised that the patient, a student of biology, 
“in accordance with an intense transference deter- 
mined desire to comply had produced an impossible 
screen memory”, and concluded that, “This and 


similar experiences have demonstrated to me that it 
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is a wise hypnotist who is continually aware of just 
who is hypnotizing whom.” 
Modern hypnosis makes relatively little use of the 
authoritative approach in which the hypnotist “or- 
ders” the patient to go into the trance state. The 
present day hypnotist may utilize age-regression 
techniques and re-vivication, automatic writing and 
drawing, parallel experimental neurosis, symptom 
substitution, crystal gazing, suggested dreams, act- 
ing out of fantasy, intensification and recognition 
of emotions and abreactions against key figures. 
The psychologic processes which result in hypnosis 
are genuine phenomena which can be utilized thera- 
peutically Hypnosis can be used for relaxation, to 


relieve pain, to facilitate the recall of traumatic 


events, to alleviate anxiety, and to regress the patient 
to earlier life periods in order to recapture repressed 
significant memories. 

Nor- 


gent, muscular persons are the best sub- 


The average person can become a hypnotist. 


mal, intelli 


jects for hypnosis, and not the neurotic, feeble- 
minded or psychotic individual 

Che patient will not do anything contrary to his 
moral code if it is directly suggested. But if his 
preceptions and conceptions are altered he may steal 
or attack any person who is pointed out as being a 
danger to himself or to his loved ones. 

Ihe patient awakens when he is told to do so with 
very few exceptions. It takes much more skill to 
induce the trance state than to arouse the patient, 
who, if let alone, will “sleep it off’. Failure to 
awaken (to “de-hypnotize”) usually is due to: 

(a) the patient is hostile to the hypnotist and 
wants to remain longer in the trance so as 
to “even things up”. 

(b) the patient “enjoys” being in the relaxed 
trance state and does not care, for the time 
being, to return to his “troubled” life situa- 
tion. 

The effective handling of such resistance and hos- 
tility should be part of the training of any hypno- 
therapist. 

Neither amnesia nor the “deep state of hypnosis” 
is necessary for therapeutic success since in many 
cases “cures” can be achieved with suggestion in the 
“light” stages of hypnosis. It also is not necessary 
for the patient to “talk” while in the trance state. 
Excellent results can be obtained without “probing” 
for psychological contents. The hypnotist only “sets 
the stage’’; it is the patient who induces the “trance” 
by doing what is expected of him. 


As in every therapeutic procedure, the patient must 
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not only cooperate with the doctor, but he must 
unconsciously wish to get well, if excellent results are 
to be obtained. 

Illness always is an emotional, uniquely personal 
affair, as well as a mechanical, physiological process. 
The sick patient is anxiously seeking for someone to 
take care of him who will relieve his distress and, 
therefore, endows the physician with the power to 
heal. Waking suggestion, placebo, and hypnosis all 
utilize the patient's faith in the doctor, and belong 


in the armamentarium of every practicing physician 
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Sun Can Damage the Eye 


Smoked glass or dark glasses cannot protect the 
eye from the direct rays of the sun. “There is un- 
fortunately a widespread misunderstanding that dark 
glasses are sufficient to protect the eye when one 
looks directly at the sun,’ according to Dr. William 
W. Bolton, associate director, Department of Health 
Education, American Medical Association. 

Writing in the July issue of Today’s Health, pub- 
lished by the A.M.A., Dr. Bolton said after each 


eclipse of the sun “a certain number of persons are 
observed to have permanent damage of the retina, 
with loss of central vision, even after using smoked 
or dark glasses.” 

“Even when the sun is partially observed, its rays 
are still very intense. Dark glasses only screen 
against reflected glare that results as the sun’s rays 
strike the earth.” 
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Surgical Closure of Very Large Fistulas of the 


Bladder and Rectum Due to Radium Therapy 


A case is reported and the opera- 


tion for correction of this distress- 


ing condition is described. 


irradiated by radium or x-ravs may 
be verv rigid highly 


as a result of fibrosis, and hig 
anemic owing to thrombosis of a large number of 
small blood vessels. This is especially true when 
the dose of rays administered has been too large 
This may result in necrosis and the appearance of 
exceptionally large fistulas. Closure of the fistulas 
may usually be very difficult owing to the fibrosis 
and anemia of the surrounding tissues. Small fis- 
tulas may usually be closed by ordinary methods 
When the fistulas are large, there will alwavs be 
tension on the sutures following closure, so that 
suturing in more than one layer is out of the ques- 
tion. In that case, the fistula will not remain closed 
Assuming that the chances of healing would be mark- 
edly ing reased if it should be possible to obtain 
pedicled flaps of non-irradiated tissue, the present 
iuthor developed a surgical procedure, the use of 
which may result in complete anatomical repair as 
well as complete restoration of function, provided 
the mechanism of closure of the bladder and urethra 
is unimpaired. Even in the case of small fistulas due 
to radium, it may be advisable to use tissues in 
suturing not damaged by radiation. When the fistula 


is localized at the upper end of the vagina, the wall 


of the rectum may be used for this purpose after 
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the wall of the vagina has been dissected out ex- 
tensively. 

This procedure, referred to in the literature as 
partial colpocleisis, is very useful in the surgical 
treatment of fistulas localized at the upper end of 
the vagina, even when these fistulas have not been 
caused by irradiation. If the fistula has appeared at 


a lower level, pedicled musculo-adipose flaps cut 


1.°9 


Fig. 1. Fibrosis of the connective tissue due to radium 
treatment. 


from one or both labia majora may be employed 
(Martius procedure). For the technique, which is 
very simple, the reader is referred to Martius’ text- 
book “Die gynakologischen Operationen”. In the 
event of large fistulas of the bladder and rectum due 


q 


to radium therapy, the rectal mucosa will be broadly 
bounded by the mucosa of the bladder. The com- 
bined fistulas may be the size of a palm of the hand 
in that case and they will not infrequently prolapse 
from the vulva. These fistulas are usually regarded 
as incurable. In that event, the consensus is that a 
preternatural anus should be created and a total 
exenteration has to be performed. A patient with 
extensive fistulas of this type was treated by the 
present author for the first time in 1950. The fol- 


lowing personal technique was developed: 


Fig. 2. Higher magnification of figure one. 


A preternatural anus is created in the transverse 
If the 
anus were to be made in the sigmoid, it would not 


colon about three weeks prior to operation. 


be possible to mobilize this portion of the intestine 
to a sufficient extent to be able to use it in closing 
the fistula. 

Surgical technique: The bladder and rectum are 
separated through the vagina. This is effected by 
long, sharp-pointed scissors. Experience has shown 
that the bladder and rectum are separated more 
readily through the vagina than they are through 
the abdomen. The peritoneum of the sigmoid passes 


imperceptibly to the bladder. Accordingly, a bound- 
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ary between these organs is not detectable from the 
peritoneal cavity. The boundary between the mucosa 
of the bladder and that of the rectum is plainly 
perceptible from the vagina. It is directed transversely 
in every case. When the patient has been placed 
in an exaggerated lithotomy position and bilateral 
Schuchardt incisions have been made, the view will 
be as good, if not better, than it is in abdominal 
operations The bladder and rectum having been 
separated, the areas of necrosis in the wall of the 


vagina are removed and the bladder and wall of the 


Fig. 3. Thrombosis in an artery. 

rectum about the fistulas are dissected out to the 
greatest possible extent. Care should be taken not 
to injure the ureters during mobilization. The ureters 
will be entirely immobile, as the surrounding tissues 
are very rigid. In the case of large fistulas, the 
openings of the ureters will be plainly perceptible 
from the vagina. Apparently, the tissues are more 
resistant to the necrotizing effect of the rays in this 
region Intubation of the ureters for the purpose 
of preventing them from being cut was found to he 
of little if any use. The catheters cannot be felt 
owing to the very hard surrounding tissues. At this 


stage of the operation it is not yet necessary to dis 
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sect out the bladder and rectum to any large extent. 
This is much more practicable following the abdom- 
inal stage of the operation. 


When the bladder and rectum have been separated, 
a pedicled flap is cut from the omentum; the end 
of the omentum usually can be drawn far beyond 
the vulva. To prevent ileus, the pedicled flap of 
omentum is sutured to the peritoneum of the an- 


terior abdominal wall, a number of catgut sutures 


being used for the purpose. In addition, the mobility 
of the bladder fundus is increased by transverse 
severance of the peritoneum between the bladder 


ind the anterior abdominal wall and blunt detach- 


ment of the anterior bladder wall from the pubi: 
hone and symphysis pubis. The sigmoid is mobilized 
by longitudinal severance of the peritoneum on the 
left and right sides of the mesosigmoid. Care should 
be taken to avoid injuring the superior hemorrhoidal 
artery and vein in dissecting out the sigmoid 
When closed, the 


patient is again placed in the exaggerated lithotomy 


the abdominal wall has been 


position. The bladder and wall of the rectum having 


heen mobilized to an even further extent, the fistulas 
are sutured in a single layer using longitudinal plain 


catgut sutures No. 2. Tension on the sutures will 


however, continue to be present in every case. The 
tissues are too rigid to enable the application of 


inother laver of sutures. The threads are not tied 


until all the sutures have been made. The making 


and tving of the sutures is started as far lateral ward 


as possible. In doing so, special care should | 


taken to ensure that the openings of the ureters, which 
as stated previously, are usually situated approxi- 
mately at the edge of the fistula, will come to lic 


within the lumen of the closed bladder. Therefore 


it is advisable to insert catheters into the ureters 
prior to making sutures in the bladder wall. This 
may be re adily done, as the openings of the ureters 
are plainly perceptible from the vagina. When the 
fistulas have been closed (though there will inevitably 


be tension on the sutures), a fold of the bladder 


fundus and of the anterior wall of the sigmoid is 


sutured over the closed fistulas. The omentum, to 


the end of which a thread has been fastened, is then 


drawn down. Two pedicled adipose flaps cut from 
the labia majora are also applied over the omental 


flap. The skin edges are then sutured together with 


silk or nvlon threads over the entire area of the 
wound 


It might possibly suffice to use only the 
fundus of the bladder, the anterior wall of the rectum 
and the pedicled omental flap without applying 
pedicled flaps from the labia majora. The vagina 


VotuME 87, Octoner, 1960 


is assumed to remain deeper without these flaps. 
The present author never ventured to confine him- 
self to using only the first three types of tissue. The 
tissues are particularly fibrotic and anemic in the 
region of fistulas due to irradiation. Accordingly, 
these fistulas will be much less likely to heal than 
others. Nor is it inconceivable that the ischemia 
might cause a further spread of the necrotic lesion 
and the appearance of another fistula on the distal 
side of the omental mass. The ureteral catheters 
were always removed within a few hours after op- 
eration. This was never found to be attended with 


drawbacks. Catheters are not infrequently obstructed 


by sediment when they are left in place beyond this 
period. Special care should be taken to ensure that 
the bladder remains empty for some time after oper- 
ation. A self-retaining catheter is left in place for 
a period of four weeks. Following operation recently 
performed for fistula, Sindram kept the bladder 
empty by permanent suction drainage, maintaining 
a constant negative pressure of about 10 cm. of 
water. The catheter should not rest upon the suture 
closing the fistula. Therefore, Foley’s catheter is 
considered unsuitable. Skene’s glass catheter, se- 
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Fig. 4. Necrosis of the wall of a vessel. : 
: 
= 


cured to the external orifice of the urethra with a 
few silk or nylon sutures, is much to be preferred. 
Antibiotics are administered for a few days pre- and 
postoperatively. 

There was a very complicated case of fistula due 
to radium therapy in which the present author per- 
formed an operation a few months ago. 

A 46 vear old single nullipara was treated with 
radium for grade 2 carcinoma of the cervix in an- 
other hospital. She responded to treatment by run- 
ning high temperatures. The woman also developed 


thrombosis in the right leg. She was treated with 


antibiotics and sintrom 


Total abdominal hysterec- 


VESICO-RECTAL FISTULA 
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RECTO- VAGINAL FISTULA 


Fig. 5. Transverse section through bladder and vagina 


tomy was performed on August 30, 1958. The tem- 
perature rose to very high levels again during the 
postoperative period and the woman was seized with 
fits of cold shivers. A rectovaginal fistula appeared 
within four weeks after operation, followed by a 
vesicovaginal fistula some time later. The woman was 
seen by the present author on December 2, 1958. She 
was very ill. She was still running very high tempera- 
tures and had frequent cold shivers. Examination re- 
vealed the presence of an infiltration which had grown 
to more than the size of a fist, very firm to the touch, 
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like carcinoma, and extending from the right wall 
of the pelvis to beyond the median line. Two fistulas, 
which allowed the tip of a finger to pass freely, 
were palpable high up in the rectum. The upper 
fistula was situated between the bladder and rectum, 
the lower between rectum and vagina. As it was 
considered possible that the infiltration might have 
been caused by inflammation, the woman was treated 
with large doses of antibiotics. In addition, a pre- 
ternatural anus was created in the transverse colon 
The woman appeared at the surgery well over four 
months after she had been examined by the present 


author. She was now looking very well. The mass in 


VESICO-RECTAL FISTULA 
RECTO-VAGINAL FISTULA 


Fig. 6. Sagittal 
vagina 


section through bladder, rectum and 


the right lower abdomen was found to have subsided 
to a marked extent. The vaginal wall, however, con- 
tinued to be very hard to the touch, as is the case in 
fistulas due to radium therapy. The vesico-rectal 
fistula was localized at a very high level. It was 
decided to try and close the fistulas. The operation 
was performed on May 30, about seven months after 
1,000,000 units of pencillin 


and one gram of streptomycin were administered 


the onset of the fistulas. 


during the last two days prior to operation. A bi- 


lateral Schuchardt incision was made with the pa- 
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tient in an exaggerated lithotomy position. The 


Fig. 7. The bladder has been pushed up by a retractor 
The wall in which the fistula is situated is behind the 
retractor. Therefore the hole is not visible. Just below 
the retractor the peritoneum of the vesico-uterine pouch 
has been cut transversely. A forceps has been intro 
fuced between bladder and rectum to the peritoneal 
cavity. The rectum wall between the two fistulas has 
been cut Thus there is only one fistula now The 
vaginal wall is dissected to a great extent about the 
fistula. To the right at the bottom pieces of the vaginal 
wall are still being removed 
In the little square is shown the direction of some in 
cisions about fistulas situated near the apex of the 
vagina 
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portion of the vaginal wall affected by irradiation 
was dissected out. With great difficulty the bladder 
and rectum were separated from one another as far 
as within the free abdominal cavity. Catheters had 
been inserted into the ureters. Despite the fact that 
the catheters were not discernible by touch in the 
hard tissue, both ureters were nonetheless exposed 
for some distance. The fistulas were closed with 
longitudinal sutures of plain catgut 

The operation previously described was then per- 
formed. The patient was given 1,000,000 units of 
penicillin and one gram of streptomycin daily for 
a week after operation. The catheter was left in 
place for four weeks, though it was changed a few 
times during this period. Healing of the wound was 
uneventful. The preternatural anus was closed with- 
in about two months after closure of the fistulas. 
The patient is fully continent and does not show 
iny symptoms whatever. Although the number of 
operations performed by this method has not been 
very large so far, it may probably be stated that at 
any rate most, if not all, fistulas of the bladder and 
rectum following radium therapy may be closed by 
the above procedure. Enduring continence will only 
he out of the question when the urethra is also in- 
volved in the process of necrosis. In that event, other 


methods will have to be adopted. 


\ chapter describing the same subject, with many 
illustrations, will shortly appear in “Progress In Gyne- 
cological Urology” published by Charles C. Thomas, 


Springfield, Illinois U.S.A. (Chief Editor Dr. Abdel Fattah 
Youssef). 
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Cardiac Emergencies 


Diagnosis and Treatment 


Regardless of how experienced 
one may be, it is well to review the 
steps to be taken when confronted 


with a cardiac emergency. 


ARDIAC EMERGENCIES may be defined as 


those conditions which are hazardous to th 
patient and which require prompt recognition and 


immediate treatment. As it is beyond the scope of 


+ 


this paper to discuss all of these conditions, several 


the more have been selected 


common 


Arrhythmias tha produce a sudden rapi 


heart rate 


Adams Stokes resulting from compl 


},] | 


Shock complicating acute myocardial infarc- 


acute myocardial in 


farction 
Acute cardiac tamponade 
6. Acute pulmonary edema. 


The sudden development of a rapid heart rat 


may result in decreased cardiac output leading to 


In individuals with underlying 


lure or angina may also occur 


shock or syncope 
heart disease, heart fai 
It, therefore, seems important to include the clinical 
description and management of these arrhythmias in 
a discussion of cardiac emergencies. 
The arrhythmias characterized by a sudden rapid 
heart rate can be divided into two groups, (1) those 
If the 


that are regular and (2) those that irregular. 


rhythm is regular the following must be considered 


1. Paroxysmal auricular tachycardia. 

From the Department of Internal Medicine, Cardio- 
vascular Section, School of Medicine, University of Vir- 
ginia, Charlottesville, Virginia 
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2. Paroxysmal ventricular tachycardia. 

3. Auricular flutter with constant block 

If the rhythm is irregular it is probably on 
the following: 


1. Auricular fibrillation 


Auricular flutter with varving degrees of block 


PAROXYSMAL AURICULAR TACHYCARDIA 


Phis arrhythmia is due to sudden initiatior 


focus in the auricle with a rate whi 


tors 


be from 140-220 per minute but most 


between 180-200 per minute 1 auricular 


is followed by a ventricular contraction 


» perfectly regular that it 


minute to minute with the same result 


there no variation in the intensity 


sounds trom be at to beat The onset ind 


tions of paroxysmal auricular tachycardia 


} 


ind though attacks may last from several 


to a week or more they usually subside aft 


three hours. Paroxvsmal auricular tach, 


not the result of heart disease and occurs « 


individuals with normal and diseased 


with a 


heart following which the 


attacks are often ushered in 


thumping of 


becomes aware of the rapid beating of his 


Occasionally giddiness occur as a result 


of the abrupt decrease cardiac output which may 


follow the development of a sudden rapid heart rate 
These latter symptoms are likely to appear in 


more 


elderly individuals with an already compromised 


cerebral circulation. On rare occasions the clinical 


picture of shock may develop. 


MANAGEMEN' 
that should 


first be tried in the attempt to interrupt this rhythm 


There are several simple measures 
The administration of a sedative is often followed 


The Valsalva 


maneuver or gagging with a tongue depressor or 


by a conversion to normal rhythm 


other convenient objects may also effect reversion 


Carotid sinus massage, one side at a time, mav be 


necessary to restore the rhythm to normal. Care must 
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be exercised, however, because of the danger of inter- 
ference with the cerebral circulation if the 
artery is occluded. 


carotid 


If the above procedures are not successful digitalis 
should be 
orally or if it appears urgent to obtain an effect 
quickly, then .8 mg. of Cedilanid should be ad- 
ministered 


administered. This drug can be given 


intravenously followed by a_ similar 


amount in one hour. Frequently normal rhythm can 
be restored by gentle carotid sinus massage which 
was previously ineffective after approximately one- 
half of the digitalizing dose is given 

Many 


in converting paroxysmal 


other drugs have been found to be useful 
auricular tachycardia to 
normal. These include Neosynephrine 0.9 mgms. in 


Vasoxvl 


Mecholv] 20 mgms 


travenousl\ 10-20 mgms. intravenousls 


or Neostigmine 0.5 mgms. 
subcutaneously. We have had little occasion to use 
these drugs 

(uinidine and Pronestvl are also occasionally us 
ful in controlling this rhythm. The method of their 
administration will be discussed under ventricular 
paroxysmal auricular tachycardia 
occur very infrequently then the trouble of taking 
inv medication constantly is not worthwhil If 
attacks are 


however, the frequent and severe, then 


PAROKYMAL AURICULAR TACHYCARDIA RATE 190 FER MINUTE 


NORMAL SINUS RHYTHM RATE 100 PER MIN. 


PAROKYMAL AURICULAR TACHYCARDIA - CAROTID &®Us 
PRESSURE PRODUCED NORMAL SINUS RHYTHM 


Figure 1 


Electrocardiograms of patients with paroxysmal auricular 
tachycardia which reverted to normal sinus rhythm. 
a. During paroxysmal auricular tachycardia. 
b. Following reversion to normal sinus rhythm 
c. Paroxysmal auricular tachycardia reverting to nor- 
mal sinus rhythm following carotid sinus massage. 
d. Paroxysmal auricular tachycardia reverting to nor- 


mal sinus rhythm following the Valsalva phenome- 
non. 
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drugs should be employed to prevent them. 


(Quini- 
dine is probably the drug of choice and should be 


given in doses of 0.2 to 0.4 grams four times a day 
and in addition, an enteric-coated tablet at bedtime. 
It has been found on occasions that 0.4 mgms. twice 
daily in an enteric-coated 


prevent the attacks. 


preventive measure and may be given in the usual 


capsule will successfully 
Digitalis is also effective as a 
maintenance dose after digitalization is carried out. 
(Fig. 1) 


PAROXYSMAL VENTRICULAR 
TACHYCARDIA 


Phis a serious arrhythmia and except under rare 
circumstances is due to underlying heart disease. 
It is usually associated with coronary artery disease 
or rheumatic heart disease but may result from digi- 
talis intoxication or occasionally from quinidine 
intoxication. It is due to the sudden initiation of 
a focus in the ventricle at a rate of 150 to 250 per 
minute. The rhythm is almost but not quite regular 
and often a variation in the intensity of the first heart 
sound can be detected by careful auscultation. Pa- 
ients may suddenly developed giddiness, syncope or 


shock due to the 


same mechanisms described under 
saroxysmal auricular tachycardia. The attack may 
ast a few minutes to two to three weeks. 


should 


] Treatment 
be initiated promptly because of the danger 


of ventricular fibrillation and sudden death. Occa- 


sionally transient ventricular fibrillation occurs dur- 
bout of ventricular tachycardia during which 


time there is no effective cardia 


output, so that 


ebral ischemia with syncope results. 


Vagal stimulation by carotid sinus massage or 


gagging will not convert paroxysmal ventricular 
tachycardia to normal rhythm. The administration 
of Pronestyl in doses of 0.5 to 1.0 grams intra- 
muscularly every one to two hours for four to six 
doses will usually control this arrhythemia. Quini- 
dine is also effective in converting ventricular tachy- 
cardia to nomal rhythm and can be given orally in 
doses of 0.6 grams every two hours or intramuscu- 


larly in the same amounts. Occasionally when the 


patient is in shock and it appears imperative to con- 
trol the arrhythmia at once quinidine gluconate, 0.6 
grams diluted to 150-200 cc’s of 5° glucose can 
be given by intravenous drip. Pronestyl may also be 
given intravenously, it should be diluted so that one 


gram is administered in 1-200 cc’s of 5° glucose. 


These drugs should be given slowly, and the heart 
beat should be monitered with an oscilloscope or 


an electrocardiogram so that when the rhythm returns 
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to normal or if the duration of the QRS complex 


increases by 50°. , the drug should be discontinued. 
It seems wise to have an external pacemaker avail- 
able during the intravenous administration of Pro- 
nestyl or quinidine because of the danger of cardiac 
arrest. 

If the blood pressure drops markedly with the 
onset of ventricular tachycardia the administration 
of Nor-Epinephrine or some other vasopressor drug 
will increase the blood pressure and the rhythm will 
sometimes revert to normal. Digitalis should only 
be given if needed for the treatment of heart failure 
since digitalis may produce ventricular irritability 
and increase the danger of ventricular fibrillation. 

Once a normal rhythm has been restored a regular 
ration of Quinidine 0.4 grams or of Pronesty] 0.5 
grams four times a day should be administered to 


prevent recurrences. (Fig. 2 and 


Figure 2 


Paroxysmal Ventricular Tachycardia 
a. Electrocardiogram of a patient who had recurrent 
episodes of paroxysmal ventricular tachycardia with 
transient syncope at their onset. This was controlled 
by the administration of Quinidine 0.6 grams every 
two hours for three doses. 
Normal sinus rhythm after reversion. 


Figure 3 
Electrocardiogram demonstrating ventricular tachy 
cardia. 
Complicated by ventricular fibrillation. 
Syncope and convulsions developed during the epi- 
sode of ventricular fibrillation. Quinidine 0.6 grams 
was given intramuscularly q 3 h for three doses 
and resulted in restoration to normal rhythm. 


AURICULAR FLUTTER 
This arrhythmia is due to the development of an 


ectopic focus in the auricle which produces impulses 


at a rate of 250 to 350 per minute. The ventricle, 


however, does not respond to each impulse and the 
ventricular rate depends on the number which trav- 
erse the AV node and cause ventricular excitation. 
If the auricular rate is 300 per minute and every 
other impulse is conducted by the AV node the ven 
tricular rate will be 150 per minute. If every third 
or fourth impulse is conducted then the rate will be 
100 or 75 per minute respectively. The rhythm is 
perfectly regular as long as the degree of AV block 
is constant but it becomes irregular when the block 
1 to 3:1 and back to 2:1, ete. Rarely 


and the ventricular rate is equal 


varies trom 2 
there is no block 
to the auricular rate. 
Auricular flutter should suspected when indi- 
viduals with heart disease have a ventricular rate 


130 or more or when there are sudden change 


stimulation by means of gentle massage 
either carotid sinus results in an increase it 
block so that the ventricular rate decreases The 
returns in a jerky fashion t - original level 
the stimulus is over. 
idmin 
istration of digitalis will increase the AV block and 


reduce the ventricular rate 


In the management of auricular flutter 


Occasionally aur 
fibrillation will follow the administration 
drug 

(uinidine will often effect restoration to normal 
sinus rhythm after the rate has been reduced 
auricular fibrillation or flutter is present. S 
auricular flutter will persist for months 
ind it has been our experience that patients with 
chronic auricular flutter require large maintenance 


doses of digitalis to keep the ventricular rate at a 


satisfactory level. (Fig. 4 and 


IRREGULAR RHYTHM 


The most common cause of rapid irregular rhythm 
is auricular fibrillation. The auricular impulses are 
irregularly produced at a rate of 400 to 600 per 
minute and the auricles do not contract effective ly but 
shiver in diastole. The AV node 


120 to 190 or océ 


merely writhe and 
transmits asionally more of these 
impulses per minute so that the ventricular rate is 
irregular and often very rapid. The radial pulse 
varies because of irregularity of ventricular filling 
and variation of stroke volume. About 95°) of 
patients with auricular fibrillation will have heart 
disease or hyperthyroidism but it occasionally occurs 
in otherwise normal individuals. 

Patients who suddenly develop auricular fibrilla 


tion may become giddy, develop syncope, chest pain 
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shock 


those described under paroxysmal auricular tachy- 


or have symptoms and signs of similar to 


cardia, 


They may develop acute pulmonary edema 


a or may gradually go into heart failure. 


It is important to reduce the heart rate as soon 


as possible by the administration of digitalis which 


increases the AV block and results in lowering of 


Carotid Sinus Massage 


Figure § 
\uricular Flutter 


a. 2:1 block before treatment 
b. 3:1 block and 4:1 block after the administration of 


digitalis 
‘ Normal rhythm after Quinidine was given 


he ventricular rate. If the patient has shock, chest 


pain or heart failure, a rapidly acting digitalis prod- 


uct such as Cedilanid should be given intravenously 


The usual dose is 0.8 mgms. and is repeated in two 


to four hours. If there is no urgency oral digitali- 


zation can be 


carried out over a 24 hour period 


Normal sinus rhythm frequently follows intravenous 


Cedilanid administration to an individual with acute 


auricular fibrillation. 


If the auricular fibrillation persists after the ven- 


tricular rate has returned to normal one can decide 


whether to attempt conversion to normal sinus rhythm 


with Quinidine. (Fig. 6) 


Auricular flutter may also produce a rapid irregu- 


lar heart rate as previously described. This occurs 


when there is varying degree of heart block and may 


be impossible to differentiate from auricular fibrilla- 
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Figure 4 


tion by initial auscultation but after carotid sinus 


massage the rate may then become slow and perfectly 
regular whereas such a maneuver will cause a de- 
crease in the rate in auricular fibrillation but the 
rhythm will remain irregular. 

In general when one sees a patient with a rapid 
regular heart rate, 


if the rate is 160 or over, the 


\uricular flutter showing the result of carotid sinus massage which caused an increase in the 


AV block 


J 


Figure 6 


a. <Auricular fibrillation before digitalis. 
rate 250 per minute. 


Ventricular 


b. Auricular fibrillation after partial digitalization. 
Cedilanid) Ventricular rate 170 per minute. 

ce. Auricular fibrillation after nearly complete digitali- 

zation. Ventricular rate 100 per minute. The 

auricular rate has also decreased and now resembles 

auricular flutter. 


d. Normal sinus rhythm after complete digitalization. 


rhythm regular and a history of similar episodes in 
the past can be obtained, one can be reasonably sure 
that the patient has paroxysmal auricular tachy- 


cardia. If the rate returns to normal after vagal 
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stimulation and remains there the diagnosis is con- 
firmed. If the rate slows and returns to the original 
level jerkily, one then suspects auricular flutter. 

If the carotid sinus massage produces no effect 
then it is often impossible to differentiate between 
auricular and ventricular tachycardia though in 
auricular tachycardia the rhythm is more apt to be 
perfectly regular whereas in ventricular tachycardia 
slight variations in the rhythm and in the intensity 
of the heart beat can frequently be found. An elec- 
trocardiogram may be necessary, however, to confirm 
the diagnosis. 

If an electrocardiogram is not available and one 
is not sure of the diagnosis and it appears impera- 
tive to interrupt the arrhythmia because of the con- 
dition of the patient, Quinidine is the drug of choice. 


This can be given in doses of 0.4 to 0.6 grams every 


two hours until the arrhythmia ceases or toxicity 
results. It seems wise not to give a total dose of 
more than 3 grams in this fashion, however. 

If there is a rapid irregular rhythm auricular 
fibrillation is a most likely diagnosis and should be 
treated with digitalis. This is particularly true if 
heart failure is associated 

ADAMS STOKES ATTACKS RESULTING 

FROM COMPLETE HEART BLOCK 

Complete heart block is due to the inability of the 
auricular impulses to traverse the AV node leaving 
ventricular contraction dependant on the initiation 
This 


pacemaker produces impulses at a rate of 30-40 per 


of an idioventricular focus in the ventricle. 


minute and results in a regular ventricular contrac- 
tion. The auricles continue to contract independently 
and venous waves produced by these may occasion- 
ally be seen in the neck. Complete heart block usualls 
results from arteriosclerotic or rheumatic heart dis- 
ease but may occasionally be due to digitalis intoxi- 
cation. When it follows acute myocardial infraction 
it may last several days and then revert back to 
normal rhythm spontaneously but that due to chronic 
disease is apt to persist 

As long as the ventricles contract at a rate of 30 
to 40 per minute an adequate cardiac output is 
maintained and patients do not have severe symp- 
toms. They may have abnormal fatigue or dyspnea 
on exertion but symptoms of cerebral insufficiency do 
not usually occur 

On occasions, however, patients with complete 
heart block will have syncope and convulsions due 
to a sudden decrease in the cardiac output, which 
may result from: 

1. Marked slowing of the ventricular rate. 


2. Cessation of contraction of the ventric les (asys- 
tole). 

3. Ventricular tachycardia or ventricular fibril- 

lation. 


When any of these conditions occur there is an 
ineffectual cardiac output with resulting decrease in 
cerebral blood flow which is followed by the Adams 
Stokes attacks 
repeatedly it may be possible to determine the under- 


In individuals who have such attacks 


lying etiological mechanisms with the electrocardio- 
gram. This is important since if the attacks are due 
to marked bradycardia or to cardiac arrest then 
Ephedrine, Epinephrine or Isuprel can be effectively 
used to combat them 


drug of choice and is given in doses of 25 mgms 


Ephedrine is probably the 


every six hours to keep the ventric ular pacemaker 


excited so that marked bradycardia or 


Epinephrine can be given intramus ularly 


asystole are 
avoided 
in doses of 1 to 2 


Isuprel can be 


mgms. every six to eight hours also 
used 1 mgms. every two hours sub 
linqually but the necessity of such frequent admin- 
istration makes this inconvenient 

If ventricular fibrillation is the cause of the at- 
tacks such drugs may precipitate rather than prevent 
them. It has been suggested, however, that. Isuprel 
may cause a pacemaker to be excited higher in the 
ventricle and to interrupt or prevent ventricular 


fibrillation or ventricular tachycardia. This, as noted 


above, can be given in doses of 15 mgms, sublin- 


qually every two to three hours. It can also be given 
subcutaneously 0.2 mgms. every one to six hours or 
slowly intravenously 1 mg. per 200 cc's of 5% glu 
cose. It has also been reported that Atropine given 
intravenously in one to two mg. doses may prevent 
Adam Stokes attacks which results from ventricular 
fibrillation in patients who are subject to them 

Intravenous administration of a molar solution 
of sodium lactate has been reported to interrupt com- 
plete heart block and may also cause ventricular 
tachycardia or fibrillation to revert to normal rhythm 
This is given intravenously or intracardiacally in 
the doses of 25 to 200 cc’s followed by a slow 
drip. 

An external cardiac pacemaker is sometimes life- 
saving when asystole occurs. This may stimulate the 
ventricles to contract until the idioventricular pace- 
maker becomes active again 

Steroid hormones have been emploved with the 
hope of reducing an inflammatory reaction around 
the AV node and may result in the reappearance of 
normal AV conduction. They have been employed 
in patients who have developed acute heart block as 
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a complication of acute myocardial infarction but the 
results are difficult to evaluate. 

In an acute attack such as those resulting from 
myocardial infarction occasionally a sharp blow on 
the precordium may initiate the heart beat after 
arrest has occurred. The injection of a needle in the 
ventricular muscle has also been found to be effective 
The intravenous administration of Atropine in 1-2 
mgm. doses will also occasionally interrupt complete 
heart block after acute myocardial infarction 
7 and 8) 


(Fig. 


Figure 7 


Complete Heart Block showing mechanisms predisposing 
to Adams Stokes Attacks 
a. Auricular rate 90 per minute 
per minute 
b. Complete heart block showing bradycardia and 
which resulted in Adams Stokes attacks 
c. Complete heart block complicated by ventricular 
d. Tachycardia and later ventricular fibrillation. 
e. Ventricular fibrillation and standstill 
This patient had an acute myocardial infarction and 
despite all measures died. 


Ventricular rate 30 


SHOCK AS A COMPLICATION OF ACUTE 
MYOCARDIAL INFARCTION 


The patient in shock following acute myocardial 
This is 


not always true, however, since such a patient prior 


infarction usually has a low blood pressure 
to the infarct may have a blood pressure of 220/130, 
for example, and after the infarction a pressure of 
120-80, concurrent with which there are 
signs of shock 


clinical 
It is important to recognize the fact 
that shock is a clinical syndrome and not just a blood 
pressure reading. 

Shock following acute myocardial infarction may 
occur as the result of a decrease in peripheral re- 
sistance or to a lack of adequate increase in peripheral 
resistance. Decrease in venous tone and pooling of 
the blood may also be a large factor. This results 
in reduced venous return to the heart and subsequent 
reduction of the cardiac output. This reflex type of 


shock usually occurs shortly after the infarction 
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develops and is probably due to pain and anxiety as 
well as to other but less understood mechanisms. 
Pallor, dull sensorium, sweating, low blood pressure, 
feeble pulse and decreased urine output are asso- 
ciated. Bradycardia may occasionally be present but 
more often there is tachycardia. 

Ihe second major cause of shock after myocardial 
infarction is a primary decrease in cardiac output 
which may result from damage to the cardiac muscle, 
arrhythmias or tamponade. This type of shock may 
occur concurrently with reflex shock or may develop 
several hours or several days later. The clinical 
picture of the two types of shock is similar, though 
when there is primary decrease in cardiac output 
signs of heart failure such as accentuated pulmoni 
second sound, pulmonary rales, gallop rhythm and 
decreased heart sounds may be associated. 

Cardiac tamponade may also produce shock. This 
results from slow seepage of the blood into the peri- 
cardium and may be relieved by pericardial tap. It 
may be due to anticoagulants which allows bleeding 
to occur as a complication of pericarditis. The pa- 
tient then develops distended neck veins, pallor, 
decreased heart sounds, decrease in blood pressure 
ind in particular, decrease in pulse pressure, pulsus 
When a 


pericardial rub persists or reappears after several 


paradoxus and an enlarged tender liver. 


days to several weeks one should be on the alert for 
tamponade. (Fig. 9) 


THE MANAGEMENT OF SHOCK AS A 
RESULT OF MYOCARDIAL INFARCTION 


Pain should be controlled and anxiety relieved 
promptly. This is preferably done with Morphine 
which can be given slowly intravenously in doses of 
8 mgms. and repeated in 10-20 minutes if necessary. 
The intravenous route seems to be preferable in 
shock since 


points 


absorption is unpredictable by other 
Neurogenic or reflex shock is often promptly 
relieved by this measure alone. If the heart rate is 
slow, intravenous Atropine in doses of 0.6 to 1.2 
mgms. will occasionally result in dramatic improve- 
ment. It is important, however, not to produce tachy- 
cardia because of the decreased diastolic filling time 
which follows this. 

Oxygen may be helpful but its effect is difficult 
to evaluate and if the administration of oxygen causes 
anxiety it should not be given. 

Vasoconstrictors should be given if the above meas- 
ures are not promptly effective. Several have been 
used but in our experience Aramine subcutaneously, 
intramuscularly or intravenously or Nor-Epinephrine 


| 
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intravenously have been the most effective. 
Aramine can be given subcutaneously or intra- 
muscularly while an intravenous infusion is in prep- 


aration. Aramine also has an advantage in that if 


blood pressure is not arbitrary, but it is that blood 
pressure which is adequate to maintain coronary pro- 
fusion with minimal increase in peripheral resistance. 


The clinical picture of the patient and the amount 


MYOCARDIAL LMPARCTION WITH COMPLETE MBART BLOCK 
TATE © 94 per sinute 
VENTRIGAAR RATE © 15 per sinate 


+ 


MYOCARDIAL INFARCTION 


SINUS AMD MODAL REYTH ASYSTOLE 


Total Asystole 
21 Seconds 


Figure 8 
Complete Heart Block Complicating Acute Myocardial Infarction 


a. <Auricular rate 94 per minute 
b 


Ventricular 
After the intravenous administration of 1 mgm. of Atropine 
c. Asystole which required stimulation with an external cardiac 


rate 15 per minute 


pacemaker 


This is an electrocardiogram of a 61 year old physician who suddenly dev eloped syncope and 


fell at home. When seen there he was unconscious and lving on the floor 


heard and no femoral pulse felt. 


was called and he was hospitalized. 
occurred. 


physician was in attendance constantly. 
hours a day without symptoms. 
it is accidently given subcutaneously it will not pro- 
duce a slough. 
The amount of vasoconstrictor necessary to main- 
tain an adequate blood pressure varies considerably 
and must be individually determined. The optimal 


558 


Atropine was given intravenously and normal 
He was given Steroids intramuscularly also. 


developed approximately ten times during the next four days 
to restore the heart beat. The rhythm was constantly monitored with an oscilloscope and 


No heart beat was 


He was struck sharply on the precordium and almost im- 
mediately the heart beat returned at a rate of 10 per minute 


He became conscious, an ambulance 
rhythm 
The heart block recurred and asystole 
A cardiac pacemaker was used 
a 


He made a complete recovery and now works 8-12 


of urine flow are very helpful in determining whether 
the pressure is optimal. If there is a urine output 
of 40 cc. per hour or more then it can be assumed 
that there is adequate renal blood flow and pre 


sumably adequate coronary blood flow. 
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Arrythmias such as auricular fibrillation, ven- 
tricular tachycardia, auricular tachycardia and auric- 
ular flutter may precipitate shock and when they 


appear should be promptly controlled. 


A 


| 


Figure 9 B 


a recent report indicates that the former is more 
common than the latter. (Fig. 8 and 10) 
If institution of a heart beat and ventilation 1s 


not begun in four minutes irreparable damage to the 


This shows the x-ray of a lady who developed chest pain and signs of pericardial tamponade 


three weeks after the onset of acute myocardial infarction 


recovered uneventfully 

a. Before pericardial tap. 

b. After pericardial tap showing 
tap was performed 


Heart block may also be accompanied by shock 
and when the heart rate is increased, cither by inter 
ruption of the block or by increase in the rate of 
the idioventricular pacemaker the blood pressure will 
frequently return to normal and improvement follow 


When there are signs of acute heart failure asso 
ciated with shock, digitalization should be 


out promptly and rapidly 


carried 
Cedilanid is probably the 
safest drug to use 


It is given in doses of .8 mgms 


and repeated after 2-4 hours About SIX hours after 
the last dose digitalization should be begun with 
more slower acting digitalis product and given in 


full doses over a 24-36 hour period 

lransfusions have not been used recently as much 
as previously since satisfactory vasoconstrictors have 
} 


wen available. They were probably helpful because 


filled and 


return to the heart improved causing an increase in 


the dilated vascular bed was venous 
cardiac output with elevation of blood pressure and 


better coronary profusion. 


CARDIAC ARREST OCCURRING DURING 
ACUTE MYOCARDIAL INFARCTION 
Sudden death may occur at any time after an acute 
myocardial infarction, though it is more likely in 
patients who have had severe pain, shock, or frequent 
ventricular ectopic beats. Though the terminal mech- 
anism is either asystole or ventricular fibrillation, 
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air in the pericardial sac 


Pericardial tap was done and she 


which was injected after the 


CONTINUOUS TRACING 


4 


+++ 
CONTINUOUS TRACING DEATH 


Figure 10 


Electrocardiograms of patient who developed severe 
chest pain approximately one hour before and while the 
electrocardiogram was being taken ventricular fibrilla- 
tion developed which resulted in death. 


brain results. Therefore, any efforts to resuscitate 
the patient must be initiated promptly and effectively 
carried out. 

One must always temper enthusiasm with good 
judgment and realize that neither can every arrest 
be treated nor should be treated. 


VENTRICULAR FIBRILLATION 

i 
CONTINUOUS TRACING 
| 
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Under usual medical ward conditions, if cardiac 
arrest occurs and a physician is available, the fol- 
lowing procedures should be immediately instituted. 

1. A sharp blow should be struck on the pre- 
cordium and an adequate airway established. Mouth 
to mouth breathing should be instituted. 


2. Insert 


needle into ventricular muscle 3% an 
effort to stimulate it to contract. 0.8 mgms. of Atro- 
pine should be injected in the ventricular cavity 
because of the possibility that complete heart block 
is the cause of the arrest and if ventricular contrac- 
tion occurs the block may be interrupted. Epinephrine 
has been recommended for years to stimulate the 
heart beat but this in the presence of hypoxia which 
occurs concurrently is more apt to precipitate ven- 
tricular fibrillation than to initiate an effective ven- 
tricular contraction and should not be used. 


should be applied and an effort made to initiate the 


an external pacemaker is available this 
beat. If asystole is the mechanism of arrest this 
may be effective and it will do no harm if ventricular 
fibrillation is present 

4. While these procedures are being carried out 
should be 


administration of drugs intravenously. 


an infusion set up if possible for the 

All of the above procedures are directed at con- 
trolling asystole and not at the same time producing 
ventricular fibrillation. When this latter is the cause 
of cardiac arrest it can occasionally be interpreted 
with an external defibrillator as described by Zell 
However, the presence of ventricular fibrillation must 
be established first, because of the danger of this 
procedure. Simpler measures such as the injection 
of Quinidine or Pronestyl are not recommended 
because of their inhibiting effect on the myocardium 
in the presence of hypoxia and should only be used 
if cardiac massage is carried out concurrently. | 

If cardiac arrest occurs at a time when competent 
personnel and adequate equipment are available after 
the simple measures have been found to be ineffec- 
tive the chest should be opened and cardiac massage 
instituted. Defibrillation can be attempted if this 
is the cause of the arrest and a direct pacemaker can 
be applied if asy stole is found. 

It is not our purpose to recommend opening the 
chest routinely, particularly, if trained personne] 
and proper instruments are not at hand. We should 
also like to point out that one should be sure the 
patient needs such vigorous therapy before it is 
instituted and that he does not have simple vaso- 
The 


patient with the former will spontaneously recover 


depressor syncope instead of cardiac arrest. 
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and an enthusiastic physician might open a patient's 
chest unnecessarily with disastrous results. 

It seems that patients with infarction, who are 
most apt to develop cardiac arrest should be under 
constant observation by a physician trained in the 
management of this condition. This entails the con- 
stant monitoring of the heart with either an oscillo- 
scope or some other similar apparatus so that when 
a serious arrhythmia develops immediate therapy 
could be instituted. A pacemaker and a defibrillator 
should be available at the bedside. 

A number of such patients might be placed in a 
room similar to a post operative recovery room with 
physicians and nurses in constant attention. Sterile 
instruments necessary for opening of the chest and 
apparatus to establish ventilation should be at hand 
also. Then if an arrhythmia or arrest occurs the 
nature of this can be determined at once and proper 
treatment carried out. We do not believe that any 
apparatus should be set up which will automically 
either stimulate or defibrillate the heart because more 
harm than good might result if the monitoring ap- 
paratus gets out of order. We believe very strongly 
that a physician should be in attendance to institute 
necessary therapy 

It is obviously impossible to be with all patients 
with coronary occlusion constantly for their entire 
hospital stay but selected patients might be so ob- 
served. These would include the following 
1. Patients with severe pain and shock 
2. Patients with frequent ventricular ectopic beats 
3. Patients with heart block 
4. Patients who have had episodes of syncop 

following the attack 


CARDIAC TAMPONADE 


This has 


myocardial infarction but it may also result from 


been discussed as a complication of 


infection such as acute non-specific pericarditis 
Patients with this disease should be carefully ob- 
served because of the possibility that tamponade will 
result. This is manifested by the development of 
dyspnea, pallor, sweating, tachycardia, decrease in 
blood pressure, increase in venous pressure and in 
crease in the size of the liver. Cyanosis may also 
be present. The diagnosis can usually be confirmed 
by fluoroscopy. Venous pressure determination may 
be done though this is not usually necessary since 


the neck 


elevated 


veins are obviously distended indicating 
venous pressure. If one encounters such 
a situation it is wise to remove the fluid from the 


pericardium immediately. 
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The pericardial tap can be done in several sites ACUTE PULMONARY EDEMA 
but it is our preference to insert the needle just This 


results from acute lift ventricular failure 
within the cardiac dullness in the 5th interspace. 


usually complicating hypertensive heart disease, 
(Fig. 11) 


aortic insufficiency or acute myocardial infarction. 


Figure 11 
X-ray of a patient with acute pericarditis. 
Before removal of fluid. 
Following removal of fluid and instillation of air into the pericardium. 
Same patient five days later. 
d. Same patient thirteen days after tap. 


This patient was a 21 year old woman, who came to the hospital with chest pain, dyspnea, 
as well as all of the other classical signs of pericardial tamponade. An x-ray and fluoroscopy 
were performed. The heart was enlarged and the cardiac pulsations were absent. Pericardial 
paracentesis was performed and 350 cc's of blood tinged fluid were removed after which air 
was injected and the pericardial sac outlined. She made an uneventful convalescence and 18 
months later is perfectly well. 
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It may also result from a mechanical obstruction at 
the mitral valve due to mitral stenosis. Acute pul- 
monary edema may develop after undue exertion or 
may occur spontaneously. It frequently occurs dur- 
ing the night as a result of re-absorption of edema 
fluid which has formed during the day with increase 
in venous return. The sudden onset of auricular 
fibrillation may also precipitate pulmonary edema. 
Classical acute pulmonary edema is characterized 
by the development of increasing dyspnea accom- 
panied by cough, and frequently wheezing due to 
associated bronchospasm. These symptoms then be- 
come progressively more severe, the cough becomes 
productive of frothy and frequently blood stained 
sputum, cyanosis follows and the neck veins may 
become distended. These patients are very anxious, 
the heart rate is rapid, there is usually a gallop 
rhythm, an accentuated pulmonic second sound and 
there are bubbling rales throughout the chest. 
Therapy should be immediately directed at reduc- 


blood flow to the left side of the heart. The 


ing the 
upright position should be assumed preferably with 
the legs dangling. The patient may find that bending 
forward is more comfortable than any other position 
Placing a chair in the bed in front of him so that he 

in rest his arms on this may be very helpful. Mor- 
phine should be given immediately. 

Oxygen should be administered if available and 
the positive pressure mask is frequently helpful if 
the patient can cooperate. This allows oxygen to 
more effectively get across the alveolar membrane 
decreases the venous return to the heart and also 


decreases the 


mechanically the amount of fluid that 
traverses the capillary membrane. 
The application of venous tourniquets so that the 


veins but not the arteries are oct luded traps blood it 


the periphery and a bloodless phlebotomy is pro- 
duced. It is wise to place the tourniquets on three 
extremities and to rotate them every 15 minutes to 
prevent thrombosis or ischemia. Sometimes an actual 
phlebotomy of 500 cc. is necessary and helpful. This 
is particularly true if acute pulmonary edema is a 
complication of chronic heart failure in which event 
the blood volume is apt to be markedly increased. 

Patients who have not been digitalized should be 
given Cedilanid or some similar drug intravenousl 
rhe entire dose may be given at once or it may be 
divided and given at 2-3 hour intervals. 

Ganglion blocking drugs have been reported to 
be effective in the management of acute pulmonary 
edema, The beneficial effect is due to pooling of 
blood in the veins with resulting decrease of venous 
return to the heart thus aiding in compensation. It 
reduces peripheral resistance also causing a lowering 
of blood pressure and decrease in the cardiac work 
Hexamethonium can be given slowly intravenous), 
and when a desired effect is obtained it should be 
discontinued. Usually about 30 mgms. are required 
to produce this effect. 

Diuretics are not particularly effective except as 
a prophylactic measure but may be given during the 
acute phase so as to help mobilize the edema later 

Ihe administration of Aminophylline either in 
travenously or by suppository has been found to lx 
useful particularly if a marked degree of broncho 
spasm 1s present. 
edema 


Acute pulmonary should be vigorousl\ 


treated since proper measures are frequently life 


saving. 


University of Virginia 


Charlottesville, Virginia 


VIRGINIA MepIcAL MonTHLY 


A 
7 
ra 
a 
. 
\ 
ae 
562 


This interesting condition should 


be diagnosed more often. The lit- 
erature is reviewed and a case 


reported with autopsy findings 
included. 


multiple endocrinologi: 


issociated wit! 


disorders 


d with subcutaneous bone formation 
came to the attention of the senior author in 1955 
An a was made to relate this subcutaneous 
ossification to myxedema and diabetes mellitus from 
whi } tient also suffered. Such a relationship 


} 


was not substantiated, and it was concluded that the 
remarkable soft tissue calcification of the legs was 
i complication of chronic venous insufficiency. Re 
ports of this complication of thrombophlebitis have 
been very infrequent in the literature. Because of 
our opportunity ft » follow this case ¢ losely for 4 ve ats, 


subsequent demise and autopsy findings, it was 


felt that this case should be of particular interest 
CASE REPORT 

Mrs. N. M.. a 66-vear old widowed white female. 

mountaineer, was first admitted to Sheltering Arms 


Hospital in March, 1955 


claudication in her left leg of nine months duration 


Her chief complaint was 


Her legs had frequently been edematous in the eve 
nings for an undetermined number of years. Eight 
ten vears prior to admission the patient first com- 


“burned like 
Her daughter reported that two 


that the bottoms of her feet 
fire” when walking 


Case reported April 1957 to Richmond Academy of 
Medicine 


From the Department of Medicine, Medicai College of 
Virginia 

Insy, E. Cratporne, M.D., Clinical associate, Depart- 
ment of Medicine, Medical College of Virginia. 


Freep, CHartes C., Jr., M.D., Interne, Baylor Uniwersity 
Hospital, Dallas, Texas, 
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Postphlebitic Subcutaneous Calcinosis 


A Case Report and Review of the Literature 


E. CLAIBORNE IRBY, M.D. 
CHARLES C. FREED, Jr., M.D. 
Richmond, Virginia 


or three years prior to admission she had first noted 
that the patient’s lower legs were becoming quite 
hard. The patient had worked as a domestic until 
age 65 when the intermittent claudication became so 
pronounced that she was unable to walk more than 
20 yards without pain. 

Her past history was remarkable in that about 
1936 both of her legs, for no apparent reason, sud- 
denly became swollen, painful, and developed fis- 
sures which drained clear fluid. Her family phy- 
sician apparently treated her for thrombophlebitis 
with hot soaks and bedrest and told her that she had 
diabetes. For the past fourteen years she had taken 
insulin daily, usually 20 to 40 units of long acting 
insulin, without symptoms of acidosis and only one 
episode of hypoglycemia. Both she and a sister had 


had large goiters from earl est recollection. On ex- 


ertion the goiterous mass frequently gave the patient 
She had had some 


somnolence almost to the point of lethargy since the 


symptoms of tracheal obstruction 


birth of her third child (a period of 20 to 25 years) 

Her only medication, besides insulin, had been 
digitalis and potassium citrate which she had taken 
for fourteen months prior to admission for bronchitis 
ind heart disease. 

On first admission her temperature was 98°F., 
pulse 92 and irregular, respirations 16, and blood 
pressure 180-200/90-110 mm. She was a well de- 
veloped, moderately obese white female with a vel- 
lowish tint to the skin and a facial expression best 
described as myxedematous with its mental dullness 
and sparse eyebrows. The eye grounds showed a 
grade II] Keith-Wagner hypertensive retinopathy 
The neck veins were distended if her head rested 
below a 45° angle. The thyroid was multinodular, 
firm and enlarged twice its usual size. There was 
no bruit. The heart rhythm was grossly irregular. 
The point of maximum intensity was 11 cm. to the 
left of the mid-sternal line, in the fifth intercostal 
space. There was no murmur or thrill present. The 
liver was palpated 6 cm. below the right costal mar- 
gin and was firm. There were varicosities of both 


lower extremities involving both the greater and 


er 
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lesser saphenous circulations. There was pitting 
edema of the feet and ankles. The subcutaneous 
tissue of the legs from the knees to the ankles was 
bony hard and in plaques up to 10 cm. in diameter. 
The overlying skin was shiny. The pedal pulses were 
not palpable. There was hyperesthesia of the soles 
of the feet and hypesthesia of the lower third of the 
legs bilaterally. The patient was somnolent and 
responses were slow. 

Laboratory studies revealed the following: Hemo- 
globin 12.1 g/100 ml.; 4,400 white blood cells per 
cu. mm. with 70° polymorphonuclear leukocytes, 
12‘¢ eosinophils, and 18‘¢ lymphocytes. The urine 
was alkaline in reaction, with a specific gravity of 
1.014, and showed 2 plus albumin, a trace of sugar 
and no acetone. The urinary sediment contained 5-10 
white blood cells per high power field. Blood chem- 
istries showed a fasting blood sugar of 183 mg/100 
ml., non-protein nitrogen of 24 mg/100 ml., and 
total blood cholesterol 230 mg/100 ml. The serum 


potassium was 4+ mEq/L, sodium 134 


mEq/L, 
chloride 8 mEq/L, and CO, combining power 32 
mEq/L. Calcium values were 9.5, 10.3 and 9.6 
mg/100 ml. at various times. The phosphorus values 
3.9, and 3.3 mg/100 ml. Alkaline phos- 


phatase was 2.8 and 2.4 Bessey-Lowry units on 


were 3.7, 


two occasions. Repeated urinary Sulkowitz tests were 


2 plus while taking a general diet. Radioactive 


iodine uptake was 2° in 5 hours and 9.8° in 24 


hours. PSP test showed 69 of the dve to be ex- 


creted in 2 hours. Urinary FSH values were positive 
for 96 and negative for 192 mouse units per 24 
hours (normal for sex and age in our laboratory) 
Roentgenograms of the lower extremities (Fig. 1) 
showed marked, fine, reticulated calcifications pres- 
ent throughout the soft tissues of the lower legs but 
not involving the legs above the knees. 

Biopsy of the subcutaneous tissue from one of the 
plaques on the lower leg showed multiple foci of 
infiltration by benign metastatic bone formation, not 
related to large blood vessels and containing red 


and fatty types of bone marrow (Fig. 2 and 3). 
Oscillometric readings of the legs were as follows: 
Mid thigh, right 4 units, left 6 units; mid calf right 
5 units, left 1'% units; right ankle 3 units; left 
'4 units. The patient was digitalized, her diabetes 
was regulated on a 1200 calorie diet and 20 units 
of NPH insulin each morning. She was started on 
thyroid extract 15 mg daily and as soon as her biopsy 
site had granulated in (which took three weeks) she 
was discharged to be followed in the Outpatient 
Clinic of the Medical College of Virginia. 
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Her thyroid dosage was gradually raised to 60 
mg. daily and she gradually lost her somnolence. 
She was readmitted to Sheltering Arms Hospital 
in July, 1955, with bronchitis and cough, October, 
1955, with cough and fecal impaction, August, 1955, 
with digitalis intoxication. On each admission she 
responded well to therapy. She was admitted to the 
Medical College of Virginia Hospital in November, 
1958, with pneumonitis. The x-ray picture in her 
lower legs remained unchanged and her claudication 
had improved only slightly during this time. 

On December 3, 1958, she was readmitted to 
Sheltering Arms Hospital with dry gangrene of the 
right foot and lower leg. Her diabetes was under 
good control and on December 14, 1958, she was 


transferred to the Medical College where a 


Fig. 1. Note the fine, diffuse soft tissue calcifications 


mid thigh amputation was done under 


anesthesia. Her postoperative course was fairly un- 
eventful until she developed several furuncles four 
or five days postoperatively which were drained, but 
her condition deteriorated very rapidly and she e) 
pired December 23, 1958. 


stump of the right 


Autopsy showed a_necroti: 
thigh and multiple furuncles of the back and chest 
from which were cultured Staphylococcus aureus 
coagulase positive. There was congestion of the 
lungs, liver and spleen with bilateral hydrothorax 
and hydropericardium (40 cc). A typical colloid 
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goiter, moderate pulmonary emphysema, generalized 
arteriosclerosis and leiomyomata of the uterus were 
also noted. ‘The parathyroid glands were grossly and 
microscopically normal. The pancreas revealed a 
marked lobular atrophy without appreciable fibrosis. 
The lateral aspect of the left lower extremity, from 
the knee to the ankle, was exposed and the subcu- 


taneous tissue and muscles were examined. The sub- 


marrow in the 


cutaneous fat pad of the leg had a brittle feel and 
when cut with the knife offered considerable re- 
Whe n 


imined more closely there were many lobules of fat 


sistance and gave a scratching sound 


surrounded by firm cartilaginous septa. This ap- 
parent calcification was strictly limited to the fat 
pad and in no place were the muscles or other under 
lving tissue involved. The process did not extend 
above the knee. Mi roscopit sections from this area 
revealed an atrophy of the epidermis and dermis with 
slight hyperkeratosis. There was a loss of collagen 
tissue within the dermis. The subcutaneous fat 
tissue had multiple areas of fibrosis with deposits 
of amorphous, faintly basophilic staining material 
and fibrous tissue. Within these areas calcium was 
seen to be deposited and from the areas of calcium 
deposit, transition into bone was seen. In some 


areas foreign body giant cells were also noted. 
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Figs. 2 & 3. Low power and high power microphotographs show dark calcification and yellow 
subcutaneous tissue. 


COMMENT 


Calcification of the soft tissues of the body may 
occur under a variety of circumstances. McClean! in 
1955 attempted a classification of the calcinoses 
according to etiology: 

I. Dystrophic Calcification—or calcification related 
to tissue injury 


Calcinosis due to known agents 


1. Mechanical or physical trauma 
New growths 

3. Parasitic infestation 

4. Foreign body 

5. Circulatory disturbances 

©. Infectious processes 


7. Congenital defects 


Bb. Metabolic Calcinosis—due to widespread in- 
jury due to unknown agents 
1. Scleroderma with or without Raynaud’s 
syndrome 

2. Dermatomyositis 

Lupus erythematosis 

4. Acrodermatitis atrophicans chronica 

5. Rheumatoid arthritis 


6. Mixed collagen disease 


hey 
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Associated with disease unrecognized as 
other than the above 
II. Metastatic Calcifications 
A. Hyperparathyroidism 
B. Renal insufficiency 
C. Vitamin D intoxication 
D. Prolonged peptic ulcer diet or alkali and 
§ pe} 
milk 
E. Destructive bone disease 
1.. Metastatic carcinoma 
2. Osteomyelitis 
3. Leukemia 
4. Multiple myeloma 


Paget’s disease of bone 


Metastatic calcifications are associated with ab- 
normalities in systemic calcium and phosphorus 


metabolism. Deposits are frequently seen in the 
lungs and kidneys but may occur in the skin and 
subcutaneous tissues. Dr. Fuller Albright? reviewed 
this case summary and x-ray films and felt that it 
was very similar to one of his own cases with calci- 
fications secondary to prolonged vitamin D intake 
History in this case eliminated this possibility? as 
well as that of prolonged alkali diet. The autopsy 
findings, the repeatedly normal calcium, phosphorus 
and alkaline phosphatase studies along with a lack 
of generalized bone disease on x-ray are incom- 
patible with the other categories of metastatic cal- 
cification, i.e., hyperparathyroidism*, and renal® in- 
sufficiency, and with destructive bone disease.* 

Our attention must then be directed to the dys- 
trophic calcifications or those which may be related 
to tissue injury. The possibility of calcinosis asso- 
ciated with a generalized collagen vascular disease 
is not borne out by clinical, laboratory or post- 
mortem findings here is no suggestion of an acute 
mechanical trauma as would be seen with a traumatic 
myositis ossificans’, and in addition the process was 
limited to the subcutaneous tissues and did not in- 
volve deeper tissues. This case does not resemble the 
picture of other calcinoses such as calcinosis univer- 
salis, calcinosis circumscripta*’, tumoral calcinosis”, 
Werner's 


syndrome", 
pseudohypoparathyroidism™, or pseudo-pseudohypo- 
parathyroidism". 

Although this case seems closely related to the 
dystrophic forms of calcification mentioned above, 
the process actually was ossification rather than just 


deposition of calcium salts in injured tissues. It 
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was felt that this was a case of subcutaneous calci- 


fication secondary to thrombophlebitis of the legs. 
One might assume that either metaplasia of connec- 
tive tissue cells or undifferentiated cells in the local 
area were stimulated by calcium in the tissues to 
become osteoblasts. 

In 1953 Lindner’ described twenty cases of sub- 
cutaneous calcifications in the lower extremities in 
patients with chronic, latent or acute thrombophle- 
bitis. These cases were found in a twelve-month 
period in one of the dermatology clinics in Berlin 
and were limited entirely to females, mostly in their 
sixties. Although he described only calcifications, 
one biopsy revealed also ossification. All of his cases 
had varicosities, ulcerations, and eczematous skin 
changes. The calcific plaques on x-ray could be 
demonstrated by phlebograms to be separated from 
the venous systems. It was Lindner’s interpretation 
that phlebitis caused venous hypoxia which in turn 
caused local tissue acidosis. This again leads to 
regressive changes which favor the deposition of 
calcium in the tissues. Lindner called this entity, 


“postphlebitic subcutaneous calcinosis”. 


More recently Lippmann” has reported 23 cases. 
All of his cases except two were seen in postmeno- 
pausal women. The two exceptions were elderly 
males. He noted insufficiency of the deep or super 
ficial venous systems or both in all of his cases. All 
were noted to have dependent edema and indurated 
areas of chronic cellulitis. Pathologically, his cases 
showed plaques of bone, ranging in size up to 10 
cm. in diameter lying in the subcutaneous tissues 
of the lower extremities. Ossification was restricted 
to the subcutaneous tissues; the muscles, skin and 
fascia were not involved. Phleboliths have been 
noted in several cases but bear no anatomical rela 


tionship to the plaques of ossification. 


SUMMARY 


A case is reported with autopsy findings and re- 
view of the literature of a condition first reported by 
Lindner and called post-phlebitic subcutaneous cal- 
cinosis. Although this case is unusual in the extent 
of subcutaneous calcification, the condition is not 
rare. It occurs almost exclusively in post meno- 
pausal women who have suffered from chronic venous 
The calcifi- 


cations are always associated with the subcutaneous 


insufficiency of the lower extremities. 
fatty tissue and limited to the legs. 
We are indebted to Dr. M. Isabel Taliaferro for 


her advice and helpful criticism. 
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Chickenpox Can 


Chickenpox in adults is “a potentially fatal dis 
ease,’ a Texas physican has warned 

Writing in the July 2 Journal of the American 
Medical Association, Dr. Stewart A. Fish of Dallas 
said it has become evident that chickenpox, which 
is usually a mild childhood disease, may cause severe 
compli ations and death in adults 

Dr. Fish reported four fatal cases of chickenpox 
occurring during pregnancy. In three of the cases, 
the mothers were exposed to the disease by their chil- 


dren. In all four cases, the disease affected 


the 


lungs and other parts of the body. However, he said, 


“there is apparently no spec ifthe tendency or increased 
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Be Fatal in Adults 


susceptibility to chickenpox during pregnancy.” 

In 66 cases of disseminated chickenpox reported 
since 1942, the sex distribution is fairly equal, and 
the association with pregnancy is probably coin- 
cidental 

rhe mortality among patients with disseminated 
chic kenpox has been estimated to be between 10 and 
30 per cent. 

Since there is no drug therapy available which 
will cure disseminated chickenpox or modify its 
course once the lungs and other parts of the body 
are involved, Dr. Fish urged early hospitalization 
of patients with disseminated chickenpox. 
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This drug appears to be both safe 
and effective. 


ISAGREEMENT exists about the causes of and 
treatment for infant colic. This complaint of 
early infancy may manifest itself in various ways, 


lacking.! 


is usually identified by paroxysmal 


and a concise definition is presently 
Though “colic” 
fussing, irritability, crying, spitting, and/or vomit- 
ing, the term should, perhaps, be reserved to describe 
only what appears to be recurrent attacks of abdom- 
inal pain in certain young infants.? Colicky babies 
are those whose symptoms indicate abdominal dis- 
comfort in different degrees. 

Infant colic is probably a symptom complex 
rather than a precise entity, and its treatment varies 
somewhat with the point of view regarding its eti 
ology. Those favoring the belief that the problem 
arises from congenital gastrointestinal hypertonic- 
ity*4 have used atropine and phenobarbital. Where 
allergy is suspected,® dietary control and conven- 
tional anti-allergic measures have been recommended 
Others who attribute the difficulty to physiologic 
immaturity of the intestinal tract® use dietary con- 
trol and peristaltic stimulators. A fourth theory 
holds that tense and anxious parenteral influences‘ 
are conducive to colic or some other feeding disorder 
Treatment of the parent or parents would follow, in 
addition to symptomatic treatment for the baby. 

Meclizine dihydrochloride, an antihistaminic drug 
known to possess central antiemetic and antispas- 
modic properties, is of specific value in at least three 
of these etiologic hypotheses, and contraindicated in 


none. Meclizine is used in the control of natisea and 


Bonadoxin Drops—Product of J. B. Roerig and Company, 
Div., Chas. Pfizer & Co., Inc. 
**Each cc. of Bonadoxin Drops contains 8.33 mg. 
meclizine dihydrochloride, and 16.67 mg. pyridoxine hydro- 
chloride. 
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Meclizine-Pyridoxine in the 


Treatment of Infant Colic 


WILLIAM D. LIDDLE, Jr., M.D. 


Fredericksburg, Virginia 


vomiting of pregnancy and in the treatment of the 
motion sensitivity syndrome. A high degree of suc- 
cess has been reported by clinicians who have used 
this compound combined with pyridoxine** in infant 
8-11 

As it is involved in the synthesis of highly un 
saturated fattv acids, and plays a role in the metab 
olism of proteins and amino acids, pyridoxine is 


Moloney 12 


and Coursin™ found that infants whose formula- 


an extremely important dietary factor 


feeding did not include vitamin By became hyper- 
irritable and convulsive 


to their formulae, they made a 


whe n pyrid Aine Was added 
prompt recovery It 
is possible that a subclinical pyridoxine deficiency 


may be an etiologic factor in infant colic. Pyridoxine 
therapy may contribute to the Testoration and main- 
tenance of physiologic chemical balance in the colicky 
infant. 


The present paper is written to describ 


} 1 study 


f meclizine-pyridoxine in infant colic and to report 


the results of this study 


MATERIALS AND METHODS OF 
PHE STUDY 


Ages of the 28 patients in this study ranged from 
11 to 70 davs. The shortest length of treatment was 
5, and the longest was 90 days. 

These patients were diagnosed as having colic 
What appeared to be recurrent attacks vi abdominal 
pain were accompanied (in varying degrees and com- 
binations) by emesis, spitting, and general irrita- 
bility, all part of the symptom-cosplex 

Fifteen patients in Group I were given drops 
containing meclizine-pyridoxine. The dosage was 0.5 
to 1.0 cc. b.id. or t.i.d. determined by severity of 


symptoms and regulated according to individual 
responses. Thirteen patients in Group II were given 
a placebo preparation identical in appearance to the 
test drug. Patient selection was on a random basis 

All patients were carefully observed by the phy- 
sician and the parents for responses and side reac- 


tions. 
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GRADING AND RESULTS I), 13 (86%) showed excellent improvement; 1 


ae = : ; (7% ), good; and 1 (7%), poor results. (Table 1). 
Excellent’ means decided improvement in the 


Of the 13 babies given the placebo preparation 
patient’s feeding and in control of symptoms. “Good 
(Group 1 (8%) experienced excellent results; 
2 (15%), good; and 10 (77%) poor results. Table 
II). 
No toxic or allergic reactions to the medication 
were noted in the dosage used. 


indicates improvement sufficient enough to be def- 


initely noted by the parents. “Poor” results were 


those showing no change 


Of the 15 patients given the medication (Group 


15 PATIENTS GIVEN BONADOXIN DROPS 
(Summary of Group I) 


Tasce I 


Patient 


Age of Patient Dosage Schedule Duration RESULTS 


Number (in days cc. Bonadoxin of Treatment Exc. Good Poor 


Drops) in days) 
1 30 1.0 b.id, 5 
1.0 tid. x 
2 60 1.0 bid. 30 x 
3 60 1.0 21 x 
4 67 1.0 tid x 


14 0.8 21 


ti 


15 patients 


Torats 13(86%) (7%) 


*Patient later shown to have milk allergy; dramatic improvement following non-milk diet. 
**Feeding disorder recurred whenever patient was taken off medication. 
***This patient showed no improvement whatever while on the placebo, 


13 PATIENTS GIVEN PLACEBO PREPARATION 


(Summary of Group II) 


Taste Il 


Patient Age of Patient Length of Treatment RESULTS 


Number in davs) 


in days) Exc. Good Poor 


14 
14 


x 


wy 
= 
+ 


60 42 


~ 


w 


13 patients Torats = 1(8%) 2(15%) 10(77%) 


*This patient later obtained excellent results when placed on Bonadoxin Drops. 
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8 21 1.0 Hd. 35 x 
28 0.5 tid. 90 x 
: 12 28 0.5 tid 28 x 
60 0.5 tid 21 x 
2 17 30 1.0 tid 30 x 
18 30 1.0 tid 30 x 
21 35 1.0 tid. 21 x 
23 21 1.0 bid. 42 x : 
35 1.0 tid, 7 x 
27 49 1.0 tid 14 x 
3 
5 70 | x 
6 60 x 
10 ll 30 x 
il 30 30 x 
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COMMENT 


The physician is largely dependent upon the eval- 
uation by the mother of the response of the infant 
to a given medication and regimen. That 14 of the 
15 infants given the meclizine-pyridoxine prepara- 
tion were both reported to be and seen to be notably 
improved is particularly impressive, recognizing the 
widely varying human and chance factors involved. 
The fact that only three of the 13 infants given a 
placebo responded well while the remaining 10 ex- 
perienced no improvement adds additional weight 
to the validity of the findings. 

Yet other reflections of the accuracy of the favor- 
able findings were obtained in three patients (Tables 
I and II) in whom this therapy finally produced 
excellent results. One of these infants did not re 
spond until the dosage was increased from 1.0 c« 
b.i.d. to 1.0 ce. t.i.d. In another baby, signs of the 
feeding disorder reappeared on the several occasions 
the mother ceased giving the medication; remission 
of symptoms occurred each time the medication was 
started again. The third patient experienced no 
improvement whatever while on the placebo, but 
when switched to the meclizine-pyridoxine, the in- 
fant immediately improved. These experiences 
pointed up the need for careful dosage adjustment 
and adherence to the dosage schedule. Since the drug 
proved itself uniformly safe, it is believed slight 
increase upward in dosages is warranted when poor 
results are at first obtained with lesser amounts. 

A further comment of interest is that the one in- 
fant who totally failed to respond while taking the 
meclizine-pyridoxine preparation was soon shown 
to have a true milk allergy. When his formula was 
changed to a soybean preparation, the infant quickly 
ceased to have feeding difficulties. 

Finally, the possibility that spontaneous remis 
sion of symptoms might explain away the high degree 
of success with meclizine-pyridoxine is greatly vi- 
tiated by the fact that babies on the placebo for 
from 21 to 45 days continued to show no: improve- 


ment whatever. 


SUMMARY AND CONCLUSIONS 


Over-all excellent and good results were obtained 
in 14 of 15 infants (93°) given meclizine-pyri- 
doxine drops for colic; where this therapy failed in 
1 patient, a true milk allergy was later shown to 
exist. “Treatment” with a placebo preparation in 
a control group of 13 babies produc ed excellent to 


good results in three patients (23%) but failure in 


10 (77%). The dosage of meclizine-pyridoxine was 
0.5 to 1.0 ce. b.id. or t.i.d. carefully regulated by 
individual responses and needs. Side effects or toxic 


reactions were absent throughout. 


Though based upon few case studies, the conclu- 
sion is that meclizine-pyridoxine is of considerable 
value in the treatment of infant colic, and that early 
use of this preparation should be considered in 
appropriate cases The combination product has 
shown itself both effective and safe in the dosages 
used with no toxic or allergic reactions having been 


observed. 
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Although this is a rare condition, 
it can be diagnosed preoperatively. 


Three cases are reported, 


NTERNAL BILIARY FISTULAE are not com- 

mon. In a series of 10,866 autopsies reported by 
Roth, only 43 were found. Kehr found 100 in 2,000 
routine cholecystectomies and Borman and Rigler 
found 66 in 30,000 autopsies. The first preoperative 
diagnosis made by radiological methods was reported 
in 1915 and prior to 1941 only 90 cases had 


diagnosed radiologically 


been 
Scott and co-workers re- 
viewed the significance of gas and barium in the 
biliary tract and found 181 cases reported in the 
literature by 1951 


The most common cause of fistulous development 
is calculus perforation into the adjacent structures 
Other causes which have been listed are duodenal 


ulcer with perforation and/or an associated peri- 


duodenitis, acute cholecystitis with empyema of the 


gallbladder and a few have been reported from 
carcinoma either of the gallbladder, pancreas or 
stomach though this is a rather rare aetiological 
factor. Fistulous communications have been reported 
between the biliary tract and lungs, pleura, peri- 
cardium, kidneys, ureter and even the uterus. The 
most common sites, however, are the duodenum and 
the colon and these two structures seem to vie for 
number one position. The next most common site 
is between the biliary system and the stomach. In 
addition to fistulous communications, barium enter- 
ing the biliary system through an incompetent sphinc- 
ter of Oddi has been reported though it is apparently 
rather difficult to demonstrate and to definitely ex- 
clude the presence of fistula. The more common 
causes which are conducive to such a situation in- 
clude adhesions producing traction on the sphincter, 
tumors producing induration around the sphincter, 
thus keeping it patent, marked antiperistalsis of the 
duodenum, and patency of the sphincter of Oddi 


following passage of the common duct stone. 


VoLuME 87, OctopEer, 1960 


Radiological Aspects of Cholo-Enteric Fistulae 


JAMES G. SNEAD, M.D. 
Roanoke, Virginia 


Chere is frequently a history of gallbladder dis- 
ease of several years duration, however this is not 
essential and not infrequently a gallbladder history 
cannot be elicited. Diarrhea, weight loss and jaun- 
dice are also mentioned as common symptoms, par- 
ticularly in the cholecystocolic fistulae. The diarrhea 
is presumably due to the laxative effect of bile in 
the colon and the jaundice incident to an ascending 
cholangitis and hepatitis. There may also be signs 
ind symptoms of pancreatitis. There are no truly 
direct clinical symptoms which would suggest a fis- 
tula and it is incumbent upon the radiologist to be 
iware of this condition and direct his attention to 
this region whenever survey films are being studied 
and particularly if there are symptoms referable to 
the right upper quadrant. 

Che radiological findings may be classified as fol- 
lows: 1) Positive roentgen criteria include demon- 
stration of the fistulae either by the presence of gas 
in the biliary system or perhaps barium regurgitating 
into the ducts, either from a gastrointestinal series 


or a barium enema. 


>) Corroborative findings consist of non-visualiza- 


tion of the gallbladder, as usually the gallbladder 
is contracted and has a thickened wall and does not 
function normally. 

3) Mucous membrane changes have been described 
in the colon at the site of the fistulous opening in 
the case of cholo-enteric fistulae though this is diffi- 
cult to demonstrate and evaluate. 

\ir may be demonstrated on a preliminary film of 
the 


abdomen or gallbladder area and it may outline 
the 


major biliary ducts though more frequently only 
small segments of the ductal system and perhaps 


smaller distal radicles may be the only segments 
visualized. Sharply outlined gas accumulation in 
the hepatic area should raise one’s suspicion that a 
fistula is present, particularly if the normal gas- 
containing viscera can be identified as being in their 
usual position. When air can be demonstrated in 
the hepatic ducts it is almost pathognomonic of a 
fistula. In rare instances one may see gas within a 
gallbladder which results from emphysematous cho- 
lecystitis; however it is unusual for gas to be present 
in the biliary ducts in this condition. Judd and 
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Burden, in a study of bacterial flora of surgically 
removed gallbladders, found such organisms as E. 
coli and C. welchii in about 50 per cent of the 
specimens. 

Within the past year three cases of cholo-enteric 
fistulae have been demonstrated preoperatively in 
the Department of Radiology at the Lewis-Gale Hos- 
pital, Roanoke, Virginia. In this series there is one 
and 


choledochoduodenal, one cholecystoduodenal 


one cholecystocolic fistula. 


Case 1, Figures 1 and 2 

Three weeks prior to admission to the hospital 
this middle-aged white man developed pain in the 
right upper quadrant which was followed by a mild 
degree of jaundice. In the past he had had mild 
episodes of right upper quadrant pain but no pre- 
vious jaundice though there was a history of in- 
tolerance to fatty foods. 

Figure 1 demonstrates a survey film of the right 


Fig. 1 


upper quadrant and demonstrates the presence of 
gas filling a portion of the common duct, suggesting 
the presence of a fistula. Figure 2 demonstrates 
barium filling the ductal system at the time of an 
upper gastro-intestinal study. It was noted at the 
fluoroscopic study that the proximal portion of the 


duct filled before the distal, indicating that the fistula 


apparently arose from the region of the duodenal 
bulb rather than in the region of the ampulla. At 


surgery it was the impression that there were mul- 


Fig. 


tiple small fistulous communications present though 
the exact site of the major defect could not be iso- 


lated. The gallbladder was small and fibrotic 


Case 2, Figure 3 

This was an elderly white female who gave a his 
tory of nausea and vomiting and passage of copious 
tarry stools for one week prior to admission. The 
past history revealed that she had had indigestion 
and complained of nausea and vomiting but had had 
no jaundice and a definite gallbladder history could 
not be elicited 
communication between 


Figure 3 demonstrates 


Fig. 3 


the descending segments of the duodenum and the 
gallbladder through a fistulous communication. This 


apparently arose incident to periduodenitis and per- 


haps pericholecystitis and the possibility of there 
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being a small ulcer within the fistulous tract was ically ill and somewhat dehydrated. As part of her 


considered. This patient refused surgery. general work-up a barium enema was done and 
Figure 4 demonstrates a fistulous communication 
Case 3, Figure ¢ between the hepatic flexure and the gallbladder. At 
surgery there was found a small, contracted gall- 
bladder which contained stones, and there was also 


A seventy-six year old white woman was admitted 


with the history of having had jaundice two years 


a stone in the common duct. 


SUMMARY AND CONCLUSIONS 


Three cases of cholo-enteric fistulae have been 
briefly presented. All were diagnosed preoperatively 
and some of the roentgen changes have been demon- 
strated. Careful attention to the right upper quadrant 
in films of the abdomen, particularly in patients 
complaining of abdominal pain, may demonstrate 


the presence of gas in the biliary system. 
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was a history of dark urine. Ten days prior to the 


present admission she became ill with chills and 
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fever and abdominal pain and passed clay-colored 


stools. On admission the patient demonstrated 30 Franklin Road 


malaise and moderate icterus and appeared chron Roanoke, Virginia 
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Dacryocystorhinostomy 


A Simplified Technique 


A technique for this operation, 
which has been quite successful in 
the author’s hands, is described. 


T IS COMMON KNOWLEDGE that the inci- 

dence of chronic dacryocystitis varies greatly in 
different areas of the world. There are places like 
Spain and Italy where the incidence is very great, 
while it is much rarer in the United States, Switzer- 
land and Germany. Even in the United States there 
are areas, like Arizona, where the incidence is great- 
er than, for example, here in Virginia, where most 
of us see only a rather limited number of cases 
every year. This difference in the incidence of this 
disease never has been satisfac torily explained and 
we accept the existence of some climatic factor in 
lieu of some better and more convincing explana- 
tion. 

The author had the opportunity to spend several 
years of his life in Spain where an unusually large 
segment of the population is afflicted with dacryo- 
cystitis and therefore dacryocystorhinostomy was 
a procedure which was performed on several patients 
every week all year around with a much larger num- 
ber of patients during the summer months, when 
many patients with serpiginous pneumococcic ulcers 
and chronic dacryocystitis had to have dacryocysto- 
rhinostomies done as a matter of emergency. 

The simplified technique which we are presenting 
in this paper is not an original technique of the 
author but rather an outgrowth of a pooling of ideas 
during the performance of numerous dacryocysto- 
rhinostomies by Professor Palomar of Zaragoza, 
Spain, Dr. Lopez Alfaro and the author and adopt- 
ing technical pointers which we considered very 
worthwhile from other surgeons with a large experi- 
ence in this type of surgery. 


Presented at the meeting of the Virginia Society of 
Ophthalmology and Otolaryngology, Williamsburg, April 
28-30, 1960. 
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We feel rather emphatically that if the technical 
points which we will disc uss below are followed, 
dacryocystorhinostomy becomes a very simple and 
short procedure in contradistinction to being a pro- 
cedure which is generally disliked by ophthalmolo- 
gists due to the fact that it is prolonged, not fre- 
quently performed, thought to be complicated and 
rather bloody. 

Before the patient ever arrives in the Operating 
Room, together with some rather heavy premedica- 
tion of Nembutal and Demerol, several plugs of 
cotton soaked in 4% cocaine and 1:1000 adrenalin 
chloride 


minute intervals and fastened to the cheek with a 


are placed in the affected nostril at five 
string. The last one of the three or four cotton plugs, 
we normally use, is left in place until a specific 
moment during the operation, which we will mention 


below 


Only local anesthesia is used, except in very smal] 


children, for two main reasons: In first place, in- 


filtrations with 2% Procaine and 1:1000 adrenaline 
are perfectly adequate in rendering the procedure 
completely painless and second, because we have 
found a verv marked reduction in the amount of 
bleeding which occurs during surgery when local 
procaine infiltrations are used as compared to any 
form of general anesthesia. We inject about 6 c. 
of 2°) Procaine with adrenaline over the lacrimal 
sac area and over the affected side of the nose and 
about 2 c.c. of the same mixture are used at each 
the upper and lower pole of the lacrimal sac, which 


} 


can be reached by inserting a long dental needle 


like the one used for a retrobulbar injection, just 


above and below the palpebral ligament to a depth 


of about 2.5 cm. No Hyaluronidase is added, as 
it is our feeling that while allowing a better identi 
fication of the tissues, it also produces more bleeding, 
something which we ought to avoid by all possible 
means. 

A long, curved incision, about 5 cm. long is made 
over the lacrimal sac area, beginning about 5 mm. 
above the palpebral ligament and following along 


the lower orbital margin. We feel it is of the utmost 
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importance to make this incision deep, attempting, if 
at all possible to reach the bone with it. No benefit 
is derived from a superficial, slowly deepened inci- 
sion, as there is no point in a dacryocystorhinostomy 
in identifying the different layers. In a simple sa 
extirpation the ligament has to be identified, as the 
sac lies immediately underneath it. In dacryocys- 
torhinostomy however, the ligament does not consti- 
tute an important landmark, for, if the incision in 
this procedure is deep enough, the sac can be re- 
tracted quite adequately from its fossa in the bone 

After placing a Mueller retractor in the wound, 
pressure is made to stop the bleeding. At times, the 
incision will compromise the angular vein, in which 
case the bleeding will be more pronounced and some 
of the bleeding points may have to be picked up with 
hemostats. It is extremely rare that a ligature has 
to be used as it has been our experience that usually 
after a few minutes, when the stronger mastoid 
retractor is in place, all bleeding has stopped. Blunt 
dissection is carried out to leave the lacrimal sai 
well to the temporal side of the incision. Once the 
bone has been exposed sufficiently, the Mueller re- 
tractor is replaced by a mastoid retractor which will 
give us better exposure and also complete hemostasis 
The next step is one of utmost importance, clean the 
bone of any and all remnants of periosteum. If the 


bone is clean at the time ol trephining, the field will 


x very dry and the trephine will not slip easily; 
conversely, an inadequately cleaned bone leads to 


bleeding and difficulty in trephining. 

After the bone toilette has been completed, the 
otton plug with cocaine is removed from the nostril 
by the circulating nurse. Removal is important im- 
mediately prior to trephining for several reasons: 
first, the mucosa received the benefit of anesthesia 
and vasoconstriction until the time of trephining; 
second, it is important that the mucosa regain some 
of its normal color just prior to trephining so that 
it is more easily identified. This helps prevent 
accidental penetration of the mucosa and even con- 
tinuing trephination to the septum, as has been 


described by some authors 

For the trephining itself, we use a dental drill 
with a routine hand piece to which a Gutzeit trephine 
has been fastened. A rectangle of bone is outlined 
and the trephine is carried down perpendicularly 
until the nasal mucosa has been reached at the upper 
left corner of the rectangle to be cut ‘out. Once the 
mucosa has been reached, the trephine is inclined 
slightly as this will facilitate the further progress of 
the instrument. The mucosa can be identified easily 
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by its grayish color and by the sudden decrease in 
the resistance offered to the trephine. Sometimes, the 
actual removal of the bone is done better with some 


type of bone forceps but in any case the rectangle of 
bone must be well outlined with the Gutzeit drill. 
We feel it is important to make a large enough bone 
opening, first to allow adequate drainage and second 
to facilitate subsequent maneuvers which could be 
difficult through a smal] opening. After the edges 
of the bony opening have been smoothed, the nasal 
mucosa is opened at about the union of the posterior 
third with the anterior two thirds and the posterior 
flap is excised. The flap of mucosa is then freed at 
its ends, in order to give it greater mobility. The 
same type of opening should then be made in the 
lacrimal sac. However, if desired and for greater 
security, just before making the incision in the lacri- 
mal sac, a Bowman's probe can be introduced first 
into the lacrimal sac in order to make sure that the 
sac itself is opened and a proper anterior flap pre- 
pared. 

rhree or four sutures of Davis & Gecks 0000 black 
silk suture #23375, which has a most beautiful needle 
for this purpose are then used to suture the anterior 
flaps of the nasal. mucosa and the lacrimal sac. Just 
prior to tying the sutures, the mastoid retractor is 
replaced by the more gentle Mueller retractor as at 
this stage we are no longer interested in having the 
tissues under tension 

A toilette of the wound is done, and the skin is 
closed with a single running suture of the Arruga 
type of 0000 black silk, with no knots being used. 
Ihe lacrimal system is then irrigated and a small 
pressure dressing is applied underneath a regular 
eve pat h. 

Unless there is a great deal of swelling, all dress- 
ings come off in 24 hours or at the latest, after 48 
hours. The patient is instructed not to blow his 
nose for five days. If the patient lives nearby he 
is discharged after three days, otherwise he is kept 
at the Hospital for five days, at which time the 
sutures are removed. The lacrimal system is irri- 
gated daily until the sutures are removed and no 
further follow-up visits are usually needed. 


COMPLICATIONS 


In our series we have had two cases where the 
results have been unsatisfactory. One of these cases 
became obstructed again about six weeks following 
surgery and finally was reoperated about six months 
after the initial surgery. The very interesting finding 
was a very large collection of ethmoidal cells and an 


4st 


unusually large sac remnant. We can only assume 
that not enough sac tissue was removed during the 
first operation and the remaining portion formed 
somewhat of a recess where lacrimal fluid could and 
would collect without draining into the more than 
adequate bony opening During the second operation 
on this patient, the ethmoidal cells were removed, 
a fair amount of the remaining sac tissue was ex¢ ised 
and the rest sutured again to the mucosa. We did 
not feel it necessary to enlarge the original bony 
opening in any way. 1 he postoperative course has 
been normal and the drainage is now adequate. 

In our second complication, the patient developed 
a large amount of swelling of his lower lid imme- 
diately following surgery, asso iated with an exacer 
bation of a chronic rhinitis for which he was treated 
successfully by a rhinologist. While the drainage 
was adequate when the lacrimal system was actively 
irrigated, there did not appear to be any tendency for 


the tears to drain passively into the new opening. 


Mobile operating rooms that could go to the aid 
tims are 


Drs. Claude S. Beck and David 


of heart attack vi recommended by two 
Cleveland surgeons 


+} 


S. Leighninger, writing in the Journal 


September 10 
of the American Medical Association, suggested that 
mobile units be sent to victims whose hearts are 
revived by the open chest, m inual massage technique 


T he 


v to restore the 


purpose of the mobile operating unit would 


I patient’s heart to a normal rhythm 


close the chest at the scene of the emergency 


t 
likelv” 


with trained personnel is moved to the vi tim instead 


and 


Success is “more if the operating room 


of the victim being moved to the hospital. Artif ial 
respiration, essential to the survival of the patient 
may be interrupted while he is being transported to 
the hospital. 

The two surgeons made the recommendation after 
discussing the incidence of death in “hearts too good 
to die.” They said a two-year survey of 500 heart 


attack victims listed by the Cuyahoga County Coro- 


After several attempts to obtain better drainage by 


Mobile Operating Rooms 


active irrigation of the lacrimal system the patient 
failed to return and we do not know what his final 


outcome has been several months after his surgery. 


SUMMARY 

A detailed technique for dacryocystorhinostom) is 
presented, in which the main features are: adequate 
anesthesia of the nasal mucosa with cocaine; local 
anesthesia and a very deep cutaneous incision, with- 
out subsequent slow deepening of the ine ision; metic- 
ulous cleansing of the bone, which is trephined with 
a Gutzeit drill, mounted on a dental handpiece. After 
removal of the bone, an anterior flap of the mucosa 
is prepared, a similar flap of the lacrimal sac, while 
both posterior flaps are then excised, The anterior 
flaps are sutured and a single skin suture is used for 


closure 


Professional Building 
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ner’s office, Cleveland, showed that in 6 per cent o! 
the cases there was no evidence of sufficient heart 


damage to cause death 


‘These figures indicate the size of this problem 
they said 
They explained that a good heart could fail when 


its supply of oxygen is cut off (anoxia) or when its 


oxygen becomes unequally distributed causing a con- 
} 


yulsive beat (fibrillation). For example, anoxia 


can be caused by suffocation choking or drowning 


and fibrillation can be caused by lightning striking 
the body 

When a structurally sound heart stops beating the 
to cheat 


said, it may need only a “second chance” 


death 
increasingly successful in surmounting the temporary 


The cardiac massage technique 1s becoming 


difficulty of the healthy heart, they said 
Dr. Beck is professor of cardiovas« ular surgery 
and Dr. Leighninger is senior instructor in surgery, 


cardiovascular section, Western Reserve University 
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Correspondence... 


Use of Librium 


To THe Eptror: 


I am writing you in regard to the use of Librium 
Phis is a new psychopharmaceutical which has been 
widely promoted in the last few months as a com- 
pletely safe drug for acute anxiety states. 

I have found several patients who have had quite 
a severe reaction to this drug which I believe should 


be made widely known 


I particularly wish to draw your attention to the 
oncommitant hypotension that I have seen with this 
drug in most of the patients to whom I have admin 
istered it. I present the following four patients as 


examples 


(1) A 43 year old female with mild hyperthyroid 
ism and a severe involutional agitated depression (of 
the manic-depressive type) who was sent to me for 


t} 


herapy To help this patient Coop» rate while 


indergoing therapy on an interpersonal basis she was 


placed on a combination of Librium 10 mgm qid and 
Marplan 10 mgm tid. Within two weeks there was 
1 marked change in her personality in that she be 
came completely cooperative and was able to discuss 
problems intelligently without showing signs of 
either her depression or her anxietv. Her initial 
blood pressure was 120/80. After four weeks therapy 
the BP was seen to be 100/50 and the marplan was 
reduced to 10 mgm daily. Four days later I was 
called to see her at home and found her lving in bed 
with a BP of 80/30 which on sitting up became 
30-0. She was treated with medication to elevate 
the blood pressure and placed on complete bed rest 
in hospital and EKG showed a pattern of suben 
docardial ischemia. This patient was studied for 
her 17 OH-Ketosteroids and no abnormality found 
Her EKG returned to normal in 24 hours and the 
serum transaminase was not elevated. No medica- 
tion relieved her hypotension except ACTH 8s80U 
daily and after four weeks the recumbent BP was 
110/80, the sitting 100/70 and the standing 90/30. 
She has been started on DOAC 2.5 Mgm sublingual 
bid. 


(2) The second patient was a 28 year old female 
with an endogenous depression being treated by hyp- 
notherapy who in the past had attempted suicide. 


She was on Marplan 10 mgm bid for the depression 
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and then as she had severe atropine poisoning type 
reactions to all the phenothiazine tranquilizers she 
was placed on Librium 5 mgm qid. She had an 
excellent elevation of mood and became much more 
responsive to suggestive psychotherapy. Her initial 
BP was 130/90 and after the librium had been given 


for one week was 90/60 sitting and 80/40 standing 


(3) Another patient seen for treatment of a chronic 
anxiety associated with weight gain was completely 
unable to follow a diet and on Librium 10 mgm tid 
became completely cooperative and started to lose 
weight well. Her initial BP was 170/90 and after 
two weeks on librium was 90/50 sitting and stand- 
ing. Reduction of dosage from 10-5 mgm librium 
tid gave equal therapeutic results with BP of 110/70. 

(4) The fourth patient was a 49 year old male 
with a severe agitated depression of the endogenous 
type who was undergoing psychotherapy and whose 
agitation was relieved very well with Librium 10 
mgm bid and had to be given Marplan 10 mgm tid 
for the depression. The Marplan was discontinued 
and the Librium maintained at the same dose. BP 


drop from 150/95 100/50 


ine 


In three out of four of the above patients th 
Librium was given in addition to a MonoAmine 
Oxidase (MAO) inhibitor and these compounds are 
known to have effects on the postural blood pressure 
However in 25 other patients who have been on 
Marplan for varying intervals from four to 16 weeks 
I have not once encountered any postural hypoten- 
sion. In 40 other patients on Librium alone I have 
encountered either no hypotension or only a moderate 
drop in the SV stolic blood pressure of up to 15 mms 
and in the diastolic of up to 5 mms. 

In view of the increasing use of psychopharma- 
ceuticals in chronically mentally ill patients and the 
increasing suggestions for use of the combination of 
a tranquilizer and a mood elevating drug such as 
a MOA inhibitor or Impramine, I would suggest that 
some drug other than Librium be combined with 
the mood elevator as in these few patients it was 
only when the two drugs were combined that there 


was any marked hypotensive effect. 
Sincerely Yours, 
CuristopHEer M. G. Burtery, M.D. 


Rocky Mount, Virginia 
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The Use of Tannic Acid in the Treat- 


ment of Dermatoses. 
To THE Eprror: 

The importance of the seven-day-periodicity of 
inflammatory disease is stressed in the 13th chapter 
of Leviticus, Numbers ch. 12, v. 14 and elsewhere in 
the Scriptures. The Hebrew phrase MAKOH SHEVA 
in Leviticus, ch. 26, v. 21, appears to point towards 
the degenerative and neoplastic conditions seen to 
develop following interruption of the seven-day- 
periodicity of inflammation by antibiotics, antihis- 
tamines or corticosteroids. While the immediate side 
effects of the newer corticosteroids appear to be less 
pronounced than those associated with earlier prep- 
arations, the fact remains that their use in the treat- 
ment of dermatoses is based on their anti-inflamma- 
tory action with all the delayed sequelae of this 
kind of treatment, as specified above, to be expected. 
It is therefore important to point out that while the 
immediate results obtained with corticosteroids are 
very impressive, and neither pemphygus vulgaris nor 
lupus erythematosus can at the present time be treated 
in a different way, nor can a candidate for the nom- 
ination in the presidential election with Addison’s 
disease run his campaign without them. Their use 
in the treatment of both atopic and contact derma- 
toses, because of the constitutional character of these 
conditions, with their tendency to recur, does not 
appear to be advisable—more so because of the fact 
that these conditions usually respond favorably to 
older drugs which are less dangerous both in their 
immediate and delayed side effects than the anti- 
histamines and the 


corticosteroids. 


The guest edi- 
torial published by Dr. John H. Lamb in the South- 


So far there is no conclusive proof that fluoride 
toothpastes prevent tooth decay. At present, one can 
only speculate or theorize regarding the value of 
fluoride dentifrices in controlling decay, according 
to Francis A. Arnold, Jr., D.D.S., National Institute 
of Dental Research, Bethesda, Md. 

“The results of clinical trials made so far are as 
controversial as are those obtained by the use of 
other dentifrices.” 

Dr. Arnold’s remarks were in a report on the 
present status of dental research in the study of 
fluorides appearing in the April Archives of In- 
dustrial Health, published by the American Medical 
Association. 
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ern Medical Journal (52(9):1153-1154 (Sept.) 
1959) was very timely and appeared to confirm my 
opinion. The most important of the older drugs 
which can be used successfully in the treatment of 
dermatoses appears to be tannic acid which in the 
shape of the plants containing it has been used for 
this purpose since times immemorial with the latest 
paper on this subject published by Dr. P. S. Tennant 
in the Canadian Medical Association Journal (31: 
414-415 (Oct.) 1934). 

I have been using tannic acid successfully for the 
last 20 years in the following conditions: atopic 
dermatitis, contact dermatitis, neurodermatitis, in- 
sect bites, pruritus ani, pruritus vulvae, numulary 
ezcema, lichen chronicus simplex, the cutaneous 
manifestations of herpes simplex and herpes zoster 
While some cases of psoriasis appear to respond 
to tannic acid treatment, other cases did not react 
at all 


appeared to respond better to tannik 


Cases of exudative diathesis in infants 


acid treat- 


ment than to corticosteroids. Dramatic results were 
obtained in cases of eczema intertrigo and in “diaper 
rash”. As a rule tannic acid was used by me in the 
shape of a powder in either moist or moistened dry 
lesions. Nutgall ointment gave good results in dry 
lesions. Because of the constitutional nature of most 
the conditions quoted, treatment with tannic acid did 
not prevent recurrences. Nevertheless, even in a case 


of chronic seborrheic eczema which had resisted 
treatment for 14 years the skin was seen by me to 
gradually clear up after several weeks of treatment 


with tannic acid and nutgall ointment 


Leo Il. Hattay, M.D 
Fort Blackmore, Va. 


He made these other points: 


The use of fluoride compounds, which are ap- 
plied by dentists, are of value in preventing decay, 
particularly in areas where fluoridation of public 


water supplies is not feasible 


The use of fluoride supplements to the daily diet 
presents problems and requires daily supervision 
Such supplements are most effective during formation 


of the teeth. 

More than 1,500 communities are fluoridating 
their water supplies. This method undoubtedly has 
as much scientific support for its safety and effective- 


ness as any other public health procedure. 
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Cancer Trends .... 


The Management of Disseminated Ma- 
lignant Disease 


One of the major recent trends in the management 
of advanced malignancy is subtle but significant. It 
involves a change in the approach of the physician 
to the patient with disseminated disease. The tradi- 
tional concept of palliation implied measures which 
allowed the patient to live more comfortably with 
his disease but had little or no effect on the extent 


or rate of growth of the cancer. The narcoti pre- 


scription or the few doses of x ray dire¢ ted at painful 
bone metastases represented a sort of “passive pal- 


liation’, In contrast, measures now available are 


aimed at improving the patient's condition by a direct 


attack on tumor cells or by altering the environment 


conducive to tumor growth 


be te rmed 


Such an approach might 
“active palliation” In some cases, for 


various periods of time, a semantically more appro- 


priate designation might even be disease control] 
rhe variety of procedures or agents to modify 


the course of malignant disease is constantly in 


creasing. Some of these, e.g. the sex hormones, are 


ipplicabyle only in certain specific types of disease 
Others have a wider spectrum of activity; and types 


of malignancy once thought to be highly resistant 


to drug or radiation therapy, ¢.g., gastrointestinal 


cancers, have responded favorably in occasional 


instances 


The medical management of the patient with a 


metastatic cancer might include one or more of se 


eral general groups of agents: (1) Cytotoxic drugs, 
alkylating agents: 
ThioTEPA®™®) or Mveleran‘®) 


ire not specifically toxic 


such as the nitrogen 


mustard 
These materials 
for cancer cells but act 
much like x-ray, in producing damage more readily 
in rapidly dividing cells. Obviously, these agents are 
more apt to be effective in malignant diseases sus- 
ceptible to irradiation; but have an advantage in 
systemic disease and, under certain conditions may 
be useful when given in somewhat higher concentra- 
tions to a localized body area as by perfusion tech- 
niques 


(2) Antimetabolites—of two major common 


types: those presumably affecting synthesis of purines 


Susan J., M.D., Assistant Research Professor 
of Medicine, Division of Cancer Studies and Tumor Clin 
tc, Medical College of Virginia, Richmond. 
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and pyrimidines (the folic acid antagonists, ame- 


thopterin, Methotrexate‘®)), and those presumably 
affecting incorporation of purines and pyrimidines in- 
to nucleic acid: 6-mercaptopurine, (Purinethol‘®? ). 
These drugs have found their major usefulness in 
the leukemias. Very recently, antibiotic-type drugs 
such as Actinomycin-D have been found to produce 
limited remissions in certain varieties of malignancy. 
The action of these agents is likely that of an anti- 
metabolite. 

The third major general group of agents used 
medically in control of advanced cancer includes the 
various hormones. Both types of sex hormones and 
various modifications thereof are among the most 
useful drugs known when used in susceptible cases. 
Anyone who has observed the frequently dramatic 
regression of carcinoma of the breast or prostate 
following appropriate hormone therapy is well aware 
that not all disseminated cancer pursues a relentless 
and unremitting downhill course. The extirpative 
prot edures: castration, hypophy sectomy, or adrenalec- 
tomy, may be considered as hormonal modifications 


Ol 


tumor environment. These, sometimes with addi- 
tional as well as replacement hormone administra- 
tion where applicable, often result in significant 
periods of useful, comfortable life for the patient. 
The adrenal corticoids have had considerable use- 
fulness in modifying the leukemias, the lymphomas, 
and occasionally, other types of disseminated malig- 
nancy. Thyroid hormone is sometimes useful, par- 
ticularly in an attempt to suppress TSH in thyroid 
malignancy or as an adjunct to other hormones in 
breast carcinoma. 

A few types of malignant disease are susceptible 
to modification by more than one of the general 
groups of therapies just mentioned. Fortunately, this 
is true of one of the more common varieties: carcino- 
ma of the breast. The post-menopausal patient who 
has experienced a year or more of remission of disease 
during estrogenic therapy may achieve in some cases 
a similar period of useful symptom-free existence 
from one of the androgens—even from one of the 
orally administered preparations such as the newer 
fluoxymesterone. Another patient, usually in the pre- 


menopausal group, who has benefited from oophorec- 


nm 
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tomy may have a second significant period of remis- 


sion following hypophysectomy. 

A relatively small, but significant, number of 
patients with breast cancer may remain in quite 
satisfactory condition for considerable periods of 
time during maintenance therapy with an alkylating 
agent, e.g. ThioTEPA. Drugs of this type are also 
particularly useful in effusions secondary to breast 
as well as other types of carcinoma and may be used 
in conjunction with other forms of treatment in cer- 
tain situations. 

Phe patient with breast carcinoma is not vet at the 
end of the possible regimes which may be beneficial 
in some cases: prolonged low dose adrenalcorticoid 
therapy, with or without thyroid hormone, may 
achieve not only the euphoria and subjective improve 
ment sometimes associated with such treatment, but 


sometimes for considerable 


an objective remissio! 
periods of time. In a patient not previously subjected 


to hypophysectomy or adrenalectomy, it is likely that 
this result can be attributed to suppression of adrenal 
estrogens or, perhaps, pituitary hormones such as 
mammotrophin which might be contributing to the 
growth of the malignancy. 

The one major malignant disease in which definite 


prolongation of life by hormonal manipulation can 


be proven is prostatic carcinoma. Orchiectomy, often 
with estrogen therapy, can result in remissions 
counted in years rather than in months, even in 
patients with widely scattered bony metastases. X-ray 
evidence of healing of these osseous lesions is some 

times an accompaniment of the symptomatic improv 

ment. 

The current trend in management of any case of 
disseminated malignancy is for a careful evaluation 
of the entire situation with a view to selection of 
the best possible regime for the initial attempt at 
treatment. Other types of therapy wil be under con- 
sideration at the same time—these may be useful 
at a later date. Criteria for patient selection still 
leave much to be desired; but considerable improve- 
ment has been made and the use of the various 
agents and procedures now available is not, in ex- 


perien ed hands, entirely a hit or miss proposition 


Injudicious use of an agent as an initial or early 
form of treatment may seriously compromise the 
later usefulness of a potentially valuable procedure 
his is particularly true in situations in which either 
\-ray or a cytotoxic drug might be applicable. The 
bone marrow depression which may follow the use 
of either makes it imperative that the “shots be 
placed where they will do the most good’. Certain 
practh al considerations are also obvious In situations 
in which hormone therapy is indicated but other 
varieties of treatment, e.g x-ray or radiomimeti 
drugs, are possible. Ordinarily, sequential use of 
therapies has given longer periods of remission than 
combinations of several types used simultaneous) 
The obvious point is that cancer therapy should !x 
tailored to the individual situation to perhaps a 
greater degree than exists in dealing with any other 
disease, The skill with which the various measures 
ire used mav be the determining factor in the degre 
or duration of disease control which is achieved 

The viewpoint is sometimes expressed that th: 
medical treatment of disseminated malignancy is 
hardly worthwhile since its effects are in any case of 
1: temporary nature. The patient who returns to useful 
emplovment or to a comfortable life with his family 
for months or vears will not be inclined to so under 
estimate the value of a concentrated effort on his 
behalf. Nor should the fact that we are unable t 

ire’ disseminated cancer be unduly stressed. The 
majority of disease problems today must fall im the 
general category of the chronic “incurable” diseases 
Phe patient with advanced heart or kidney diseas 
with many forms of arthritis, with diabetes, is just 
is incurable as the patient with metastatic malig 
nancy. Admittedly, our methods of control of the 
diseases just mentioned are, at the present time, often 
superior to those available to the patient with cancer 
On the other hand, the patient with a type of malig 
nancy susceptible to modification by the means at 
our disposal deserves the psve hologi al benefit of the 
knowledge that his disease has been at least tem- 
porarily controlled in others with the same diagnosis 


and that he is not immediately doomed to an un- 


relenting descent through pain to death 
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Current Currents 


LEGISLATIVE ROUNDUP: President Eisenhower has signed the conference version 
of HR 12580. This bill, containing extensive amendments to the Social Security Act, 
authorizes substantial increases in federal grants to help with the health care expenses of 
2,400,000 persons receiving old age assistance. It also establishes a new program by which 
federal matching funds are offered states to help finance the health care of an estimated 


10,000,000 aged who, although not on relief, might find their income inadequate during 
illness. 


This same bill also eliminates the age 50 requirement for eligibility for disability insur- 
ance benefits. 


It is also interesting to note that HR 12580 does not provide for compulsory social se- 
curity coverage of physicians. This provision, although originally in the bill, was de- 


leted by a Senate amendment and was not reinstated by the Senate-House Conference 
Committee. 


The bill was endorsed wholeheartedly by the American Medical Association, and its en- 
actment reflects the effective legislative program conducted during the 86th Congress 
by American medicine. Much of the credit for informing the legislators about the pro- 
fession’s position on the health care issue must go to the various physician delegations 
which went to Washington for personal talks with their representatives. 


During the months ahead, attention will be focused on just how well the new medical 
bill works. Since administration of the program rests entirely with the states, the suc- 
cess of the health aid plan for the aged will depend on how well each of the states accepts 
its responsibilities. Many county and state medical societies are already obtaining as 
much information as possible on how the new bill will affect their areas. 


The Senate did not act on HR 10, which would have permitted self-employed physi- 
cians to establish tax-deferred pension plans. It is quite possible that the last minute rush 


of business during the post-convention session of Congress prevented favorable action 
on the measure. 


AMEF: Over one thousand Virginia physicians came to the aid of their medical schools 
during 1959. Figures just released by the American Medical Education Foundation 
shows that 270 physicians contributed $11,434.94 through the Foundation, while 780 
gave $34,491.85 through their alumni organizations—making a grand total of $45,- 
926.79. This represents a slight increase over 1958. 


DID YOU KNOW! Jefferson Medical College, Philadelphia, believed to be the last all- 
male U.S. medical school, has lifted its ban against women. This means that 84 of the 
country’s 85 schools are co-educational—the Woman’s Medical College of Philadelphia 
remaining the only hold-out. 


} 


SEMINAR: Members of The Medical Society of Virginia have been invited to attend 
a special seminar on “Disabling Conditions of the Back’? which will be held at the Mc- 
Guire Veterans Administration Hospital, Richmond, on Friday, November 4. The pro- 
gram will begin at 10:30 A.M. and is expected to conclude not later than 3:30 P.M. 


In addition to a number of Virginia physicians, the program will feature Dr. Allen 
Russek, Department of Physical Medicine and Rehabilitation at the New York Uni- 
versity School of Medicine. A special session on industrial problems will be directed by 
Dr. Lawrence Weaver. 


NEW FILM: A new film describing the physician’s role in providing medical reports 


for patients who apply for disability benefits under the Federal Bureau of Old-Age and 
Survivors Insurance program is now available. 


Produced and released by the Bureau of Old- Age and Survivors Insurance with the coop- 
eration of the American Medical Association, the 30-minute, 16mm, black and white 
film is entitled, “The Disability Decision”. Although designed primarily for viewing by 
physicians, it is also an interesting and informative presentation for audiences who may 
be concerned with the preparation of medical reports and their utilization in disability 
programs. 


Prints of the film, “The Disability Decision”, are now available (return postage only) 
from the American Medical Association Film Library, 535 North Dearborn Street, Chi- 
cago. The presence at film showings of a State agency physician who can answer ques- 
tions concerning the methods of evaluating disability under the Old-Age and Survivors 
Insurance program may be arranged by contacting either the social security district 
office or the State agency. 


FAA MEDICAL EXAMINERS: The Federal Aviation Agency has disclosed it is giv- 


ing aviation medical examiners additional authority. According to a release from the 


Washington Report en the Medical Sciences, examiners may now deny, as well as issue, 
medical certificates to applicants whom they examine. Up until this time, they could 
grant certificates but cases involving doubt as to physical qualification had to be re- 
ferred to FAA headquarters. Rejection papers will be forwarded to the FAA Civil Air 
Surgeon for review. 


FOOD FOR THOUGHT: The cost for care and treatment of the mentally ill in this 
country is estimated at three billion dollars a year. 


When adequate care and treatment are provided, seven out of ten mental patients leave 
mental hospitals improved or recovered. 
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Mental Health.... 


The Growth of Child Guidance 


The field of psychiatric work designated today as 
child guidance had its beginning in 1909, when Dr. 
William Healy established in Chicago the clinic now 
known as the Institute for Juvenile Research. Its 
purpose was to make psychiatric and psychological 
studies of children who were before the Juvenile 
Court of that city and to aid the court in understand- 
ing these children and in handling them in such a 
way as to make them less likely again to commit 
delinquent acts. Few additional clinics were estab- 
lished for some years. Then, between 1920 and 1930, 
there was a renewed interest in the work and other 
cities established child guidance clinics. But they 
were mainly for delinquent children. The present 
wave of interest is something that has arisen since 
World War II, spurred on by the financial help 
prov ided by the National Mental Health Act 

My own involvement in this work has been during 
the past thirty years, so it is the growth and progress 
of child guidance during this period that I shall 
discuss at this time. Because of the heavy expendi- 
ture of time necessary for the proper study—and 
treatment—-of an emotionally disturbed child, most 
of the work has been and still is conducted in various 
types of community clinics which receive their main 


support either from public funds or from local chari- 


ties. Of course, private practice of child psychiatry 
is growing, but it is so time-consuming and expensive 
that it can be utilized only bv families of consider- 


able means 
By 1930, the general pattern of the child guidance 
clink had been developed More esper ially, the con- 


cept of the diagnostic and therapeutic team was 


well accepted. This is probably the most important 
contribution that has been made by this sub-specialty 


to psychiatric method. Only in the last decade have 


hospitals for the mentally ill started to adopt it. In 


the clinic, a team of persons from different profes- 


sions work as equals for the benefit of the patient 


The team consists typically of a psychiatrist, a clin- 


ical psychologist and a psychiatric social worker. It 
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is the custom for the psychiatrist to be captain of the 


team, but the others are his professional colleagues 
and not just persons who carry out his orders. Each 
has a definite function to perform. It is true, of 
course, that today these functions are not as clearly 
marked off one from another as they were a few 
decades ago. Each member of the team, despite the 
varying backgrounds, is now so well trained that he 
can perform almost any part of the therapeutic work 
other than dealing with the strictly medical problems 
of the patient, which perforce remain the province 
of the psy hiatrist. 

One very noticeable development in work with 
children is the change in the type of problems that 
come to a clinic. The earlier clinics were concerned 
chiefly with the study of delinquent children and 
were often attached to a juvenile court. It soon be- 
came apparent both that delinquency was merely 
one type of abnormal behavior and also that the 
roots of such abnormality were to be found in the 
earlier years of the child’s life. As a result, the 
focus of interest has broadened so that today most 
children are seen because of difficulties arising in 
the home, the school or among companions. It is 
being recognized that preventive work in the mental 
hygiene of children must begin when the abnormali- 
ties are first noticed and not wait until the illness 
is acute and the child has become an offender against 
the law 

Fortunately, this shift in emphasis has been ac- 
companied by an increasing acceptance of child guid- 
ance by our communities. Time was when it was 
almost universally considered a disgrace for a family 
to refer one of their children to a psychiatric clinic, 
while there were school systems which made teachers 
feel that the suggestion of such a referral was an 
admission of failure. These old ideas are not wholly 
absent today, but they appear less and less fre- 
quently. Parents, teachers and others are coming 
to realize that a child is not necessarily “crazy” if 
he is referred to a clinic or to a psychiatrist, and that 
early diagnosis and treatment is the key to preven- 
tion in psychological medicine just as it is in physical 


medicine. 


As might be expected, there has been gradual but 
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marked improvement in the diagnostic tools available 
in this field of work. Two deserve special mention. 
The development in general psychiatry of the so- 
called dynamic or analytical points of view has 
vielded new insights into the growth processes of a 
child’s mind and into the abnormalities that might 
occur as a result of many inner and outer factors. 
On the other hand, a new type of personality test 
has greatly strengthened the diagnostic work of the 
clinical psychologist. This is the projective test, in 
which the patient projects his personality structure 
(and its problems) into a task that is assigned to 
him. The best known of these tests is the Rorscha h, 
in which the patient interprets meaningless ink-blots, 
but there are many others 

The development of therapeutic methods stands 
out even more clearly. Thirty years ago, a child 
guidance clinic carried out little direct treatment 
The psychiatric social worker manipulated the en- 
vironment to provide a better situation for the patient 
to live in, or called for help from various agencies 
which worked with children, their protection and 
their placement. The clinic was still mainly diag- 
nostic and advisory in nature. Some psychotherapy 
was carried on, but not with outstanding success 
Then came the introduction of play therapy. This 
was, to use current terminology, a major break- 
through. It provided workers in child guidance w 
a real therapeutic tool. More than that, it freed the 
child guidance clinic from its dependence on other 
social agencies and enabled it to develop into an 
independent unit. I can well remember the day when 
it was generally accepted that clinics could be suc- 
cessfully operated only in the larger cities, which 
had well-developed social agen ies. J his is no longer 
true. Now, smaller places and even rural areas can 


and do enjoy the benefits of such a clinic. 


One more step in therapy deserves mention among 
the many that have appeared. This is the rise of 
group therapy. Children, instead of always being 
seen alone by the therapist, are often worked with 
in groups. Group treatment must not be thought of 
merely as a means of seeing more patients, and thus 
of saving time and expense and reducing waiting 
lists. It has positive values of its own and can bring 
about therapeutic effects that could not otherwise 
be achieved. 

Despite their widespread use with adult patients, 
the newer tranquilizing and energizing drugs have 
not proved to be beneficial with the great majority 
of children exhibiting emotional and behavior diffi- 
culties. While these drugs do have some limited uses 
with children, their advent is not to be considered 
4 major step forward within the field 

hese developments in the aims, methods and pro 
cedures have been accompanied by a remarkable 


growth in the number of child guidance clinics 
Thirty years ago, they were relatively scarce and 
none existed in cities of under 200,000 population; 
while today there are hundreds of such clinics in 


hoth large and small communities. It is not so long 


ago that Virginia had only the Memorial Guidance 
Clinic in Richmond 


tal health clinics in the 


Now there are twenty-two men 


system. This story 


could be matched in most of our sister states, for it 


is typical of the popular ac 1 guid 
ance, and of throughout the country 


of the need preventive psvchiatris 


work 


Child guidance has, indeed, moved forward over 


the vears. We are today doing things that we could 
hardly have dreamed of thirty years ago. Further 


progress is to be ¢ xpected as the vrowing emotional 


strains of modern living call for new and _ better 


methods 


Specialization 


The story is current in Washington, and the in- 
cident is supposed to occur after the adoption of 
socialized medicine. 

A stranger in the city was stricken with what he 
decided must be appendicitis and, in great agony, 
asked a friend what to do. 


“You go to the clinic,” said the friend, “and go 


9 


thru the door marked ‘Appendectomy.’ 


The sufferer did so and found himself in a small 


room with two doors, one marked “Acute” the other 
“Chronic”. He opened the “Acute” door, and went 
inside another room with two exits. 
labeled “Male” and “Female”. 


“Male” door and dis« overed two more, “Republic an” 


These were 


He pushed open the 


and “Democrat”. 

Resolutely marching thru the one marked “Re- 
publican”, the unfortunate seeker after health found 
himself—out on the street. 
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Pre-Paid Medical Care.... 


Medical Coordination in Pennsylania 
HUGH ROBERTSON, M.D 


Philadelphia, Pennsylvania 


At the one hundred and ninth annual session 
|1959] of the Pennsylvania Medical Society a plan 
to pay for community health care by self-insurance 
was publicly announced with the whole-hearted sup 
port of the local medical societies. It was stated, 
“The success of dealing with the increasing costs 
of modern medical care by voluntary group prepay 
payment plans requires the cooperation of organized 
medicine with the so-called third parties in which 
all interested partners must concede certain privileges 
for the good of all.” 

These are strange and wonderful words to emerge 
from a meeting of delegates of a state medical society 
However, the medical profession in Pennsylvania is 
now convinced that it is very much a partner with 
Blue Cross and with Blue Cross subscribers (other- 
wise known as patients of the doctors) in preserving 
free and voluntary medicine in the United States 

It is of course possible that the presence of that 
astute and stubborn Insurance Commissioner of the 
Francis R. Smith, 


might have had something to do with this rather 


Commonwealth of Pennsylvania 


sudden decision of all interested parties to sit down 
and amicably work together on pre-paid health prob- 
lems. In his adjudication of April 15, 1958, Com 
missioner Smith stated tartly, “Testimony submitted 
in these hearings establishes beyond any doubt that 
unnecessary utilization of hospital service can be 
substantially reduced by proper action and coopera- 
tion of all interested parties, including Blue Cross 
Plans, their subscribers, doctors, and hospital ad 
ministrators. Any suggestion that we can't do any- 
thing about it because we don’t know to what extent 
the abuses exist should be summarily rejected.” 
Subsequently the Blue Cross Plan of Philadelphia 
Medical 


Society. and the Physicians’ Review Board was born 


conferred with the Philadelphia County 


The philosophy of its organization is unique; the 
Board is entirely independent. It was decided that 
the proposed group of prominent and: actively-prac- 


ticing doctors could only succeed in their difficult 
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and thankless task if it were entirely free of dom- 


ination and pressure from any group. 

The Review Board is directed by the equally- 
divided supervision of two Co-Chairmen, chosen by 
conference of Blue Cross with the Philadelphia Coun- 
ty Medical Society. The two-man-head plan has 
proven to be most fortunate; it provides divided re- 
sponsibility when the going gets rough; it provides 
companionship in an excursion into new and strange 
territory; it provides constant encouragement and a 
chance to talk things over with a kindred spirit. The 
Review Board includes six groups of six doctors, each 
man qualifying as follows: (1) he is actively en- 
gaged in practice and has patients of his own whom 
he personally admits and treats in local hospitals; 
(2) he is well-liked and trusted by his associates; 
and (3) he is capable of calm and objective discus- 
sion, with no axes to grind, and no old grudges to 
irritate him. The thirty-six Board members repre- 
sent the Staffs of all member hospitals and they 
represent all phases of medical practice. But when 
they come to meetings they represent only themselves 

the Board asks for their personal unbiased judg- 
ment and gets it. The Board's duties are transacted 
in a strict business manner at regular business hours, 
It in- 
cludes the most capable men available, pays them a 


with no night work or volunteer lassitude. 


decent fee, expects them to be present at three o'clock 
on the day their group meets, and dismisses them 
promptly at five o'clock. 

The Board members meet in groups of six, once 
each month. The meetings are arranged so that each 
member of the Board knows beforehand that he will 
he expected from 3 to 5 P.M. on a certain Tuesday 
or Thursday of each month, and can plan his work 
accordingly. The meetings are held in very pleasant 
quarters in the centrally located Blue Cross building. 

The meetings are conducted by the two Co-Chair- 
men, usually alternately but often jointly; both 
Chairmen are most often there. Secretarial, statis- 
tical, and recording services are available when 
needed. Members sit about a large table. Before 
each member is a pile of photo-copied hospital charts, 


chosen for examination as will be explained later. 


“Each subscriber 


The subscriber contract states: 


4 
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authorizes and directs any doctor, nurse, hospital or 
other institution having at any time examined, diag- 
nosed, treated, attended, or rendered service to that 
subscriber, or possessing any information or records 
or copies of records relating thereto, to furnish to 
Blue Cross at any time upon its request, any and 
all such information or records or copies of records.” 

The records presented to the Board for examina- 
tion are complete hospital records, with laboratory 
reports, order sheets, nurses notes—everything that 
is in the hospital files regarding the patient. If the 
records are incomplete or inaccurate it is the fault 
of the attending physician, not the Review Board 
During the first hour of the meeting each member 
carefully examines his group of records, making 
such notes as he desires and marking certain facts 
upon a chart for permanent business-card recording. 

The second hour of the meeting brings a group 
discussion of the individual records. Each Board 
member, in turn, discusses each of the records he 
has reviewed, but the name of the patient, the name 
of the attending physician, and the name of the hos- 
pital are not divulged. Board members have been 
briefed on the provisions of the Blue Cross Contract 
Certain important terms and provisions have been 
printed upon large cards for ready reference. A 
general discussion then ensues. The question is 
asked, “Is this patient entitled, by the terms of his 
contract with Blue Cross, to payment for this trip 
to the hospital ?” 

A vote is taken. If the Board decides that the hos- 
pitalization was not in keeping with the terms of 
the Blue Cross Contract, Blue Cross is advised not 
to pay the bill. Often the Board decides that the 
hospitalization completely fulfilled the requirements 
of this contract, and advises payment of the bill. Blue 
Cross has never questioned a decision; attending 
physicians frequently do. The Board at times ad- 
vises payment of the bill but suggests that the attend- 
ing physician be apprised of apparent overutilization 
and invited to explain it if he so desires. 

Disputed decisions are presented to a second or 
third group for discussion. The hospital record is 
again reviewed and the protesting doctor’s letter is 
read anonymously. 

It is important to record that no Blue Cross official 
is present at any meeting except by special invitation, 
and that all discussion and decisions are made by 
doctors actually engaged in active medical practice. 

After the Board members have done their work, 
they have no compunctions regarding their judgments 
for they had no knowledge of the indentity of those 
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they have criticized. It has been said that too often 
audit committees are junior staff members-——the jun- 
ior surgeon audits surgery records, the junior medical 
man audits medical records, etc., and are afraid of 
professional reprisals by seniors. The Board men 
are all seniors and do not know whether the scru- 
tinized doctor is a personal friend or foe, a professor 
or a recent resident 

During the meeting the Co-Chairmen supply in- 
formation but take no active part in the decision of 
the Board. Subsequently, however, they notify Blue 
Cross that the Review Board has decided: (1) this 
particular hospitalization is not in accord with the 
Contract between the subscriber and Blue Cross and 
therefore Blue Cross should not pay the bill; (2) 
this particular hospitalization is in full accord with 
the Contract and should be paid; (3) the records 
are incomplete or confusing and the attending doctor 
should be asked for additional information before 
a decision can be reached; or (4) the bill should be 
paid but the attending physician should be apprised 
of an overuse of facilities that tends to increase the 
cost of hospital care 

In nearly every case a letter is written to the in 
volved attending physician, telling him that the case 
history was examined during the review of a group 
He is told that the letter 


is sent to him for his information and that no criti- 


of cases from his hospital 


cism is necessarily implied regarding his treatment of 
the patient. A Blue Cross Contract is sent to him, 


He is 


feels that the hospital records are 


with the disputed terms marked in red ink 
invited, if he 
inaccurate or incomplete, to write to the Board and 
supply further pertinent information. All correspond- 
ence is written and signed by the two Co-Chairmen 
The complete list of Review Board members is 


printed on the stationery letterhead. 


Letters have gone to a great variety of doctors 
Nationally known surgeons, Chiefs of Staffs, and 
members of the Review Board have received letters 
An occasional doctor is furious and takes the letter 
as a personal affront to his honor and integrity 
Usually the doctor becomes embarrassed when he 
goes to the record room and looks at the questioned 
chart; then he writes, giving information that should 


have been part of the record. Upon receipt of such 


letter, the case is given to a second group of the 


Board and the additional information is read from 
his letter. The decision of the second group is re- 
laved to the doctor; occasionally the first decision is 
reversed, and the doctor is told that the Board will 


recommend payment of the bill as soon as he makes 
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the additional information (or a copy of his letter) 
a part of the official hospital record. 

Several doctors have insisted that they be per- 
mitted to appear personally before the Board to 
defend their honor and ethics. Since the Board has 
never impugned the honor or ethics of any doctor 
in its deliberation or correspondence, it steadfastly 
refuses to permit such personal appearances. The 
Co-Chairmen take the brunt of all this occasional 
unpleasantness—they have lived full and productive 
lives, are looking for no favors or advancement, knew 
that this would be a part of the duties that someone 
had to assume, and shrug it off 

What transpires at the meetings of the Physicians’ 
Review Board, and any benefit that may accrue to 
the community by such action, is dependent upon 
what takes place before the men assemble. While it 
is true that Blue Cross could not possibly do what 
this organized group of doctors is doing, it is equally 
true that without Blue Cross the Physicians’ Review 
Board would be just another committee to draw up 
high and lofty resolutions 

Here, at long last, is a group of mature and ca- 
pable doctors, encouraged by the good wishes of a 
community prodded on by Commonwealth Govern- 
ment, and endowed bountifully by Blue Cross with 
clerical help, statistical and mechanical assistance, 
telephone, office space, and funds for necessary ex- 
penses 

For years Blue Cross has been paying hospital 
bills it felt were not in accordance with the terms of 
its subscriber agreements. It tried at first to have 
a medical director pass upon the validity of certain 
claims, but his objectivity was openly and loudly 
protested. He was an insurance company employee 
and had no practice of his own and that was that 
Next Blue Cross tried sending questionable cases 
to “medical referees”. That didn't work. Then 
came deficits and public rate hearings and a general 
demand that something must be done about ques- 


tionable hospitalization claims 
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During all this time capable and experienced Blue 
Cross employees were processing hundreds of claims 
that they wished some capable and interested doctors 
would or could check. At this stage of processing 
one can never be sure of the implications of a hos- 
pital bill; only a review of the complete hospital 
records will give a satisfactory picture of the hos- 
pitalization. Many of the records for the Review 
Board come from the experienced hands of skeptical 
processors. The questioned hospital bills are sorted 
by the Co-Chairmen. Those deemed worthy of fur- 
ther study are listed and Blue Cross employees go 
to the hospitals and make photo-copies of the com- 
plete hospital record. These records are then in- 
spected by the two Co-Chairmen; some bills very 
obviously should be paid while others are question- 
able and are submitted to the Board for decision. 
his, then, is how the stack of hospital records gets 
on the table of the Review Board. 

The Board has attempted to keep its feet on the 
ground and to pursue actively the specific task set 
out by the Insurance Commissioner of the State of 
Pennsylvania; namely, “to develop and carry out 
methods and plans to reduce unnecessary utilization 
of hospital service.” 

In the study of hundreds of charts the Board has 
found only one instance of frank dishonesty. It has 
discovered only a few scattered cases of willful eva- 
sion or sharp practices in the admission of patients 
for unnecessary hospitalization. But it is convinced 
that the entire field of pre-paid hospital insurance is 


by the dust of time-honored free-and-easy 


overlaid 
habits that waste a great deal of Blue Cross reserves. 
Community doctors can change these hospitalization 
habits when they become convinced that government 
will do it for them unless they bestir themselves. 
Perhaps the irritation of the Board's letters and its 
constant pressure for better hospital records wili help 
do this. 
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Public Health.... 


Poison Information Centers in Virginia 


Many children will die this vear from accidental 


poisoning. This is appalling, but not surprising, 


when one considers the multitude of household items 
kept within reach of the 
Many of 


tractively packaged, are even perfumed or flavored 


child that are potential 
poisons. these, in addition to being at- 
Children by nature are curious and have a tendency 
This 


in cases of serious poisoning 


to put everything they can in their mouths 


combination may result 


Prevention is the best approach to the 


problem 
Educating the parent to maintain good household 


discipline is essential. Precautions to follow are 


(1) All potentially harmful substances should be 


places mpletely inaccessible to the 


put in | 

child, (don’t underestimate the child's mo 

bility) and don’t be lulled into an “It can't 
happen to us” philosophy 

(2) Poisons are dangerous in any container but 

are more so when stored in a soda or milk 


bottle. coffee can. or some other mislabeled or 


unlabeled container. Check vour containers 
(3) Screw bottle caps on tightly, throw old medi- 
cines away, and start educating the youngster 


between what is good or bad for him 


In spite of all precautions some accidental poison 
ings will occur. What can be done to prevent death 
or minimize the effects in such cases? With approxi 
mately a quarter of a million commercial products 
on the market and thousands of new ones appearing 
monthly, the job of trving to keep track of them is 
tremendous. Recently enacted laws will require the 
manufacturer to put the toxic ingredients on the label 
in many Cases. 

It would be almost impossible for the busy prac 


titioner to be familiar with the many possible toxi 
ingredients, their effects on man, and their proper 


treatment. That's where the Poison Information 


Center may be of assistance It is the center's goal to 


have on file the toxic ingredients of as many com- 


The 


substances 


mercial and household products as possible 


fact that some products contain no toxi 


is equally pertinent. 


The center may also keep a 
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State Health Commissioner of Virginia 


MACK I. SHANHOLTZ, M.D. 


reference on recommended treatment for the particu 
lar poison in question 
\ poison information 


center 18 a seTvice 


which can be set into operation with a minimum of 
money and effort, and a maximum of interest and 
enthusiasm 

The first such center was established in Chicago 
about five years ago. Virginia quickly followed the 
example and established its first center in Richmond 


a vear later. There are now 12 such centers in Vir 


ginia and the number is expected to increase 
\ Poison Information Center may begin modestly 
Most 


therefore, include 


expanding as experience and need increase 


of them are in hospitals and 
equipment for treating emergency poison cases 
Personnel consist primarily of volunteer workers 
who operate the centers in addition to their other 
The Richmond Center is located in 
Medical 


The service is available 24 hours 


regular duties 
the Pediatric Department of College of 
Virginia Hospital 


1 dav and the ] 


resident on «all in the department 
handles all requests for information 

Any community hospital interested in establishing 
such a center may write to Office of the Chief Medi 
cal Examiner, the State Department of Health, Rich 
mond, Virginia 

The fo lowing are the Poison Information Centers 
i local basis in Vir- 


that have been established on 


ginia 


Location Director 


Danville 


James F. Burch, B.S 


Danville Memorial Hospital Swift 3-6311 


Julia FE. Edmunds, M.D 


Charlottesville 2-212 


Charlottesville 
University of Virginia 


Department of Pediatrics 


W. Frame, M.D 


Evergreen 2-2941 


Christiansburg I 
New Altamont Hospital 


Norfolk 
Othce of the Chief Medical 


Examiner 


Ramon A. Morano, M.S« 
Madison $-1306 


427 East Charlotte St 


Roanoke 
Roanoke Memorial Hospital 
611 McDowell Ave., N. W 


Andrew D. Shapiro, M.D 
Diamond 2-4541 
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Portsmouth Officer in Charge 


Portsmouth Naval Hospital Exchange 9-2441 


MonTHLy Report of BUREAU oF COMMUNICABLE 


Disease CONTROL 


Petersburg 


Richard Funk, M.D Jan.- Jan.- 
Petersburg General Hospital Regent 2-7220 Aug. Aug. Aug. Aug. 


Staunton Robert D. Anderson, B.S 1960 1959 1960 1959 
King’s Daughters’ Hospital Puxed» $-0361 
Brucellosis 6 1 31 16 
Hampton Thomas W. Sale, M.D Diphtheri ‘. 1 
t 2 ( 
Dixie Hospital Park 2-1971 
’ Hepatitis (Infectious) 63 43 634 293 
Lexington F. A. Feddeman, M.D. 
Stonewall Jackson Hospital Hobart 3-3131 
Meningococcal Infections 7 3 44 61 
Lynchburg Edwin A. Harper, M.D “f 
Aseptic Meningitis 6 -- 20 — 
Lynchburg General Hospital Ofhce—VI 5-3691 Polionvelitis 6 83 8 120 
Home—VI 6-0389 
Hosp.—V1-6-6511 Rabies (In Animals) 16 13 162 119 
Rocky Mt. Spotted Fever 12 6 29 21 
Richmond Pediatric Resident on Call ' 
Medical College of Virginia Milton 4-9851 
Sidnev Kave, Ph.D Tularemia 3 3 28 4 
Technical Director I'yvphoid 1 3 16 15 


Gout in Women 


The 


to be “considerably higher” than generally believed 


i 


incidence of gout in women has been found hit 


iged white man. However, 19 of the 74 patients 


were women and 45 of the 74 were Negroes. 


in a recent study 


In our experience, gouty arthritis is a relatively 


common disease which can strike both Negro and 
tir +} te the « feet ic 
flammation of the joints of the hands and feet. It i white. man and woman. 


Gout is a disease characterized by a painful in 


caused by the accumulation of uric acid in the blood 


“No significant racial differences in the incidence 
The study was based on 74 cases of gouty arthritis 


of gout were noted when the figures were compared 


tr. efati 
statist 


seen at two large Detroit hospitals, Detroit Receiving ae : int 
tistics for hospital admissions. 


and Wavne County General, during the 


‘The incidence of gout in women was found to 
vears 
Writing in the September Archives of Internal nsiderably higher than is usually reported. 
Medicine, published by the American Medical Asso The authors of the article are Rachel E. Turner, 
ciation, four researchers said gout is generally con M.R.C.S., L.R.P.C.; Martin NF Frank, M.D.; Doro- 


sidered to be a disease primarily affecting the middle thy Van Ausdal, M.D., and Alfred Jay Bollet, M.D. 


1960 
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Miscellaneous.... 


Seven Year Maternity and Nursery Sur- 
vival in a Community Hospital. 


This statistical report reflects maternity and nurs- 
ery activity over a seven year period in a 254 bed, 
46 bassinet community hospital in Northwestern 
Virginia. 

Maternity care is rendered by four Board certified 
obstetricians and seven family physicians, who in- 
clude obstetrics in their practice. Pediatric nursery 
care is rendered by three Board pediatricians and 
nine family physicians. For the more common emer- 


genc ies, help from one of eight surgi al, three ortho- 


pedic and one neurologic consultant is available. 


Cardiac, thoracic and plastic surgery is sent to the 
nearby teaching centers. 

Coding of charts was begun in early 1954, so the 
data for 1953 is not as accurate as the subsequent 
years. Table I shows year by year the activity and 
mortality experience. This report will deal only with 
the survival rates and not attempt to discuss the 
causes of death. The medical staff meets monthly 
for a mortality conference where clinical and patho- 


logic details are discussed. 


COMMENTS 


Table I, in addition to showing the year by year 
data—summarizes the total of the seven year ex- 
perience. There were three maternity deaths or one 
maternity death per 3191 live births. The caesarian 
section rate varies from year to year from 3.2% 
These 


figures reflect the incidence of difficult obstetrical 


in 1953 to 7.2% in 1957 and averages 5.8%. 


cases referred for care from surrounding hospitals, 
as well as complications developing in routine care 


locally. Approximately 50° of obstetrical cases 
come from Winchester and immediately surrounding 
area. The other 50° from more distant communi- 
ties. Stillbirths occurred on average of one for each 
49 deliveries. Term births are separated from pre- 


mature births by weight. An infant weighing 5 
pounds § ounces or less is reported as premature 
and 5 pounds 9 ounces or more as a term birth as 
outlined in Standards and Recommendations for Hos- 


The author gratefully acknowledges the assistance of 
Mrs. Hazel Hottle, R.N., Supervisor of Nursery, and Miss 
Ida Showalter, A.T.R., Supervisor of the Record Room, 
for their assistance in preparing this report. 
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pital Care of Newborn Infants—Full Term and 
Premature, revised 1957, available from American 
Academy of Pediatrics, 1801 Hinman Avenue, Evan- 
ston, Illinois for $1.50 or American Hospital Asso- 
ciation, 

The fractions of ounces in this report will be 
rounded off in future to 


to 2 lbs 
-4 to 3-4 
3-5 to 4 6 


» ounces 


-7 to 5-8 


Death of a term infant occurred one for each 170 
deliveries. Premature births occured in 9.0°7 of 
deliveries and percent survival by weight group 
improved as the birth weight increased 

Dunham! reports prognosis for survival of pre 


mature infants to be 0.10°7, at least 


82° and at least 93; 


at least 
for each reported weight 


groups reported above. 


SUMMARY 
Survival data are presented for a seven year period 
for maternity and nursery care of term and_pre- 


mature infants 


Report of Committee on Fetus and 


Newborn. 

Preceding is a report on Fetal Mortality, Term 
and Premature infants. Each area in Virginia has 
a pediatric consultant available for those hospitals 
needing help in evaluating their own data. 

It is recommended to each hospital in Virginia, 
where maternity cases are handled, that a committee 
for Fetus and Newborn be appointed—to include the 
Hospital Administrator, Chief of Nursery service 
and one or more interested physicians. This com- 
mittee’s primary duty is to secure and put into effect 
the recommendations of the manual on Standards 
and Recommendations for Hospital Care of Newborn 
Infants, Full Term and Premature and (2) to make 
a Statistical evaluation of mortality as outlined in 
the above manual and as reported in this issue of 
Virginia Medical Monthly. 


1. Dunham, E. C.: 
Physicians 


Premature Infants~-A Manual for 
Publication No. 325, United Federal 
Security Agency, Children’s Bureau, 1948 Page 94 


VIRGINIA MontTHLy 
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TABLE I 
Term anp PREMATURE 


Wincuester Memoriat Hosprras 


Total Live Caesarean Premature 


Births Sections Term Births Births 


| 
| 


Stillbirths 
Abortions 
Deaths 
Percent 


Maternal 
Mortality 
Percent 


1080 
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1226 20) 97 7 1246 i! 3.2 23 10) 1005 3 | 99.8 | 0—-2-3% 13) 15 
2-34—3-5 | 14| 6 | 57 
| 18 | 4 88 
1-6! | 86 5 | 94.3 
131 | 26 
1054 24 | 1205 0 a4 ‘6 | (| 9.4) 0-234 6 14.3 
2-34—3-5 | 3] 79 
3-5—4-6!4 | 19 | 3 | 86 
| 88 | 5 | 94 
128 | 17 
1955 US 6.2 20 122 | 1182 7 | 99.4 | 10 10 
2-3144—3-5 | 20 | 7 | 65 
3-54-61! | 37 3 | 92 
| 3 | 94.6 
123 | 23 
1425 22 | 98.5 124) 1300 11 | %.2 | O—2-3% 3 3 
2-3144—3-5 | 24 
1-6!5—58 | 47 1 | 98 
123 11 
1057 29 | 98.1 108 4.2 7 | 1353 6 | 99.6 | 0-2-3144 
2-34—3-5 | 8| 2] 75 
3-5—16l4 | 9 74 
| 70 | 3 | 96 
121 | 23 ; 
26 | M450 24 165 | 1311 7 | 9.5 | 023% Ss 
2-3144—3-5 | 10 | 6 40 
3-5—4-6l4 | 25 | 4] 74 
1-!5—5-8 | 81 1 | 98.8 
124 19 
1 490! 66! 175) 1353 10 | O-2-314 
2-3144—3-5 | 11 6 | 46 
; 3-5 2 25 5 
1-§!o—5-8 | 80 1 | 98.8 
j | 23 
Potals W574 193 47.9 58 108 | LIGS 51 | 99.4 | 0O—2-3 61 | 58 
2-4—3-4 | 37 | 63.3 
3-5—46 27 | 78 | 86.5 
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The cited manual may be obtained from Ameri- 


can Academy of Pediatrics, 1801 Hinman Avenue, 


Evanston, Illinois at a cost of $1.50 each. 


Below is listed each hospital by area and the name 


and address of the consultant member of the Virginia 
State Medical Societies 


subcommittee on Fetus and 


Newborn of Child Health Committee; call on these 


consultants for help in evaluating your record month 
} 


*y month and have ready your 1960 report to forward 


to the consultant by February 1, 1961. 


Abingdon 
Dr. H. H. Pinkerton, 
pital, Abingdon 


Johnston Memorial Hos- 


Johnston Memorial Hospital (Abingdon) 


Grundy Hospital (Grundy) 


Clinch Valley Clinic (Tazewell County ) 
Mattie Williams Hospital (Richland) 
Jeffersonville Hospital (Tazewell) 


Lee Memorial Hospital (Marion) 


Marion General Hospital (Marion) 
Phomas K. McKee Hospital (Saltville) 


Greever Clinic (Smyth County) Chilhowic 


Lebanon General Hospital (Lebanon ) 


{lexandria 
Dr. Robert Anderson, 312 S. Washington St.. Al- 


exandria. 


Alexandria Hospital 
Arlington Hospital 

U.S. Naval Hospital (Prince William County ) 
Medical Center Hospital (Prince William 


County ) 


Fauquier Hospital (Fauquier County) 
Remington Medical Center (Fauquier County) 
U. S. Army Hospital, Fort Belvoir (Fairfax 


County ) 


Bristol 
Dr. Joseph E 
tol 
Fort Shelby Hospital (Bristol) 
Park Avenue Hospital (Norton) 
St Mary's Hospital ( Norton ) 
Dickinson County Hospital 


Mitchell, 1601 Lee Highway, Bris- 


Sutherland Clinics 

Appalachia General Hospital (Wise County ) 
Wise Memoria] Hospital (Wise County ) 
Clinchfield Hospital (Russell County) Dante 


Lee General Hospital (Pennington Gap) 


Charlottesville 


pital, Charlottesville. 


Dr. Morris A. Lambdin, University Virginia Hos- 


University Virginia Hospital 

Martha Jefferson Hospital 

Rockingham Memorial Hospital (Harrison- 
burg) 

Green Valley Clinic Bergton (Rockingham 
County) 

Kings Daughters Hospital (Staunton) 

Waynesboro Community Hospital (Waynes 
boro) 

Stonewall Jackson Hospital (Lexington ) 

Gordonsville Community Hospital (Gordons 
ville) 


Louisa Memorial Center (Louisa) 


Clifton Forge 


Dr. Maurice Fliess 
Forge 
Chesapeake & Ohio Railway Emplovees Hos 


pital (Clifton Forge) 


Harvey Building, Clifton 


Community House Hospital ( Hot Springs ) 


Alleghany Memorial Hospital (Covington) 


Lynchburg 
Dr. Edwin Harper, Medical Center, Suite 19 
Lynchburg 

Lynchburg General Hospital 

Virginia Baptist Hospital 

The Danville Memorial Hospital 

Winslow (Danville) 

sedford County Memorial Hospital ( Bedford ) 

South Main Street Hospital (Chatham) 

South Boston Hospital (South Boston) 


Halifax Community Hospital (South Boston 


Veu port News 


Dr. Walter S. Price, 3116 Victoria Blvd Ham} 
ton 

Riverside Hospital 

Mary Immaculate Hospital 

Whittaker Memorial Hospital 

Dixie Hospital (Hampton) 

U.S. Army Hospital (Fort Monroe) 

U.S. Army Hospital (Langley Field ) 

U.S. Army Hospital (Fort Eustis) 

br. Sadler's Hospital ( Mathews) 

Green Maternity (Lancaster County ) 

Dr. Gravatt’s Medical Center (Lancaster 
County) 


Norfolk 


Dr. Henry Rogers, 1306 Colonial Avenue. Norfolk 
Norfolk General Hospital 
DePaul Hospital 
Leigh Memorial Hospital 
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Norfolk Community Hospital 
U.S. Naval Hospital (Norfolk) 
Portsmouth General Hospital 


. Maryview Hospital (Portsmouth ) 
Virginia Beach Hospital 
U.S. Naval Air Station Hospital (Accomac) ) 
Northampton-Accomack Hospital 
( Nassawadox ) 
Louise Obici Memorial Hospital (Suffolk) 


Pete rsburg 


Dr. Kirby T. Hart, 109 S. Market St., Petersburg 
Petersburg General Hospital 
John Randolph Hospital Hopewell ) 
U.S. Army Hospital (Fort Lee) 
Community Memorial Hospital (South Hill) 
Ailsworth Medical Center (Charlotte County ) 


Richmond 


Dr. Wm. P spencer, 5204 Patterson Ave., Rich 


mond 


Medical College of Virginia Hospital 
Johnson-Willis Hospital 


Retreat for the Sick Hospital 


Saint Lukes Hospital 


Grace Hospital 


Stuart Circle Hospital 


Richmond Community Hospital 


Salvation Army Hospital 

Mary Washington Hospital (Fredericksburg) 
Bell Hospital (Williamsburg) 

Blavton Hospital & Medical Center 


(Williamsburg) 


Bane & Bishop Medical Center (Lawrencevill 


Southside Community Hospital (Farmville) 
Raiford Memorial Hospital ranklin) 
Brookfield Home ( Henrico County ) 
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Roanoke 


Dr. John T. Walke, 1036 Oakwood Drive. S. W.. 
Roanoke. 
Roanoke Memorial Hospital 
Lewis Gale Hospital 
Jefferson Hospital 
Burrell Memorial Hospital 
Shenandoah Hospital 
Blue Ridge Hospital (Galax) 
Waddell Hospital (Galax) 
Community Hospital (Martinsville) 
Martinsville General Hospital 
Radford Community Hospital (Radford) 
Hillsville Hospital (Carroll County) 
Stuart Hospital (Patrick County) 
Pulaski Hospital 
Chitwood Memorial Hospital (Wytheville) 
Wytheville Hospital 
Giles Memorial Hospital (Pearisburg) 
Franklin Memorial Hospital (Franklin County ) 
New Altamont Hospital (Christiansburg) 


Winchester 
Dr. Warren C. Gregory, 114 W. Boscawen Street, 
Winchester. 

Winchester Memorial Hospital 
Page Memorial Hospital (Page County) Luray 
Henkel Nursing Home 
Shenandoah County Hospital (Woodstock ) 
Warren Memorial Hospital (Front Royal) 
Loudoun County Hospital (Leesburg) 


Loudoun-Fauquier Health Center 


WARREN C. Grecory, M.D., Chairman 


WILLIAM SpeNCcER, M.D., Co-Chairman 
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Book Announcements .... 


Books received for review are promptly acknowl- 


edged in this column. In most cases, reviews will be 


published shortly after the acknowledgment of re- 


ceipt. However, we assume no obligation in return 


for the courtesy of those sending us same. 

| Prescribe Laughter. By THOMAS RICHARD REES, 
M.D. Vantage Press, New York. 1960. 111 pages 
Price $2.75. 


Your Child’s Care. 1001 Questions and Answers. A 
new, revised, and enlarged edition of ‘““A Pediatrix 
Manual for Mothers” by HARRY R. LITCHFIELD, 
M.D., F.A.C.P., and LEON H. DEMBO, M.D. Double 
day & Company, Inc., Garden City, N. ¥. 1960. 257 
pages. Price $3.95 


Rudolph Matas. A Biography of One of the Great 
Pioneers in Surgery. By ISIDORE COHN, M.D 
With Herman B. Deutsch. Doubleday & Company. 
Inc., Garden City, N. Y. 1960. 431 pages. Price $5.95 


Significant Trends in Medical Research. Ciba Foun- 
dation Tenth Anniversary Symposium. Editors for 
the Ciba Foundation: G. E. W. Wolstenholme 
O.B.E., M.A.. M.B., M.R.C.P., Cecilia M. O'Connor, 
B.Sc., and Maeve O'Connor, B.A. Little, Brown and 
Company, Boston. 19¢0. xii-356 pages. With 41 
lustrations. Price $9.50 


Medicine Today. A Report on a Decade of Progress 
By MARGUERITE CLARK. Funk & Wagnalls Com- 
pany, New York. 1960. 360 pages. Price $4.95 


Help-Bringers: Versatile Physicians of New Jersey 
By FRED B. ROGERS. M.D., Temple University 
School of Medicine, Philadelphia. Foreword by Hen- 
ry A. Davidson, M.D., Editor, Journal of The Med- 
ical Society of New Jersey. Vantage Press, New 
York. 1960. 125 pages. Illustrated. Price $2.95 


Medical Research and the Death Penalty. A Dialogue. 
By JACK KEVORKIAN, M.D. Vantage Press, New 
York. 1960. 75 pages. Price $2.50 


Pardon My Sneeze. The Story of Allergy. By MIL- 
TON MILLMAN, M.D., Fellow American College of 
Allergists; Past President San Diego Biomedical 
Research Institute, etc. Kuchirka Books, San Diego, 
California. 1960. 215 pages. Illustrated. Price $4.00 


The List Method of Psychotherapy. By ELIZABETH 
SHER, ELEANOR MESSING, THEODORA 
HIRSCHHORN, ENIS POST, ANNETTE DAVIS, 
and ARTHUR MESSING. With an Introduction by 
Jacob S. List. Philosophical Library, New York 
1960. xi-258 pages. Price $7.50. 


Virus Virulence and Pathogenicity. In Honour of 
Prof. J. Mulder. Ciba Foundation Study Group No 
4. Editors for the Ciba Foundation: G. E. W. Wol- 
stenholme, O.B.E., M.A.. M.R.C.P. and Cecilia M 
O'Connor, B.Se. Little. Brown and Company, Boston. 
1960. viii-114 pages. With 13 Illustrations. 


From Fish to Philosopher. The Story of Our Internal 
Environment. By HOMER W. SMITH. Supplement 


with collaboration of Ciba Pharmaceutica] Products, 
Inc. Issued by Ciba Pharmaceutical Products, Inc 
‘Summit, New Jersey) with permission of Little, 
grown & Company (Boston). xili-304 pages. Ilus- 
trated. 


Henry E. Sigerist on the Sociology of Medicine. Edited 


by Milton I. Roemer, M.D., Director of Research 
Sloan Institute of Hospital Administration, Cornell 
University. Foreword by James M. Mackintosh, M.D 
formerly Dean, University of London Schoo! of 
Hygiene and Tropical Medicine; Director, Division 
of Education and Training Service, World Health 
Organization. MD Publications, Inc., New York 
1960. xili-397 pages. Price $6.75 


Women and Fatigue. A Woman Doctor's Answer 
MARION HILLIARD, M.D. Doubleday & Company 
Inc., Garden City, N. Y. 1960. x-175 pages. Price 
$2.95 

Significant Trends in Medical Research. Ciba Foun 
dation Tenth Anniversary Symposium. Editors for 
the Ciba Foundation: G. E. W. Wolstenholme, O0.B.E 
M.A., M.B., M.R.C.P., Cecilia M. O'Connor, B.S« 
and Maeve O'Connor, B.A. Little, Brown and Com 
pany, Boston. 1960. xii-356 pages. With 41 Illustra 
tions. Price $9.50. 

This small volume contains the transactions of 
special symposium arranged to celebrate the 10th 
anniversary of the opening of the Ciba Foundation 
Not indicated in the title is the fact that this 10th 
anniversary symposium contains 13 excellent pres 
entations by the participants, seven of whom ar 
Nobel Laureates, all of whom are eminent interna 
Included ar 


tional scientists 


reviews of the past 
ten years’ work and implications for future research 
Molecular Structure in Relation to Biolog: 
and Medicine (L 
Multiplication (G. Schram), Genetics and Medicin 
(J Waldenstrom), Ten Years of General Neuro 
The Nature and Mech 


anism of Action of Hormones (F. G. Young), Met 


such as 


Pauling), Chemical Basis of Virus 


physiology (A. von Muralt) 


abolic Problems Involving the Pancreas (C. H 
Best), Malignant Transformation: Its Mechanisms 
ind Nature (A. Haddow), and Research in Clinical 
Nutrition (J. F. Brock). Dr 


Director of the National Institutes of Health, con 


James A. Shannon 


tributed a thoughtful and comprehensive review of 
factors influencing the substance and dimension of 
medical research in the United States approached 
from the standpoint of the historical development of 
medical research in this country 

As usual in the Ciba Symposia, the discussions of 
the presentations are also interesting and valuabl 
The volume contains what one participant likes t 
call, “responsible speculation” on many points. This 
is the 50th in a series of Ciba Foundation Symposia 
and Colloquia, and the high excellence of previous 
volumes is maintained 


dD ABBOTT, M.D 
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Fditorial.... 


Notes on Civil War Prison Care 


HE EVOLUTION of present day hospital-dispensary systems in our prisons is a 


far cry from those of a century ago. Only rudimentory care, at best, was adminis- 
tered and, under the exigencies of war, it became a problem of maintaining the barest 


essentials in food, medicine, and clothing. Preventive medicine was attempted where 


possible early in the Civil War, but a consideration as to the time on the medical calen- 
dar and, more important, an ever increasing curtailment of supplies, denied adequate 
or even basic health care to many. Malnutrition, severe diarrhea of varied etiologies, 
uncontrollable surgical infections, and tuberculosis were especially prominent among 
the prisoners Nervous and mental diseases seem to have been a severe problem among 
many and espe ially so in the latter stages of the war when the efforts to avoid filth 


and obtain something edible and potable became paramount issues. 


More than 400,000 men were confined under the charge of at least 100,000 others 


during the Civil War, and more than 150 prisons, widely. separated geographically, 


confined them. Statements as to kindness and acts of brutality occur in both camps 


and the discrepancy of reports becomes even more confusing when one attempts to run 
down truly objective statements. We are all familiar with the highly publicized and 
emotionally charged “Andersonville” by MacKinlay Kantor, and the recent stage 
production based on that book relating to the conditions under which Federal prisoners 
were kept at this prison, and this essayist in no way tends to apologize for that. Only 


‘ a brief review of the facts, however, reveals that conditions in one or two of the more 


notorious Federal prison camps were of equal, or even worse, repute. For example, 
Camp Douglas, near Chicago, Ilinois, was located on low terrain which flooded after 
every rain, and stagnant pools of water frequently accumulated. This place had the 
unenviable record of the highest rate of mortality for any one prison during one month 


of the war (in February 1863) when the mortality rate of 10° was obtained. 


Elmira Prison, located in upstate New York, provided better conditions for the 
thousands of Confederate prisoners confined there than the notorious Camp Douglas; 
however, it is worthy of note that in the midst of plenty in the rich State of New York, 
the prisoners were severely attacked by scurvy due to a lack of fresh vegetables and 


fruits 


Andersonville Prison in Georgia, in the summer of 1864, also must have been a 


miserable place as its death rate from disease, insufficient food, and shooting of prison- 


ers who crossed the so-called “dead-line’” was 127 in a single day, or one every 11 


minutes. At Andersonville, as in other prisons both North and South, the officers in 
charge lived in fear of rebellion among the prisoners. During the latter months of the 
war less than 2300 men, almost all of them immature militia, were in charge of 32,000 
Federal prisoners. This led to the infamous term of the “dead-line”, whereby the 
guards were ordered to shoot without hesitation any prisoner crossing a given point 


which was clearly demarcated in all stockade prisons. 


By 1863, the number of prisoners on both sides had increased and their care began 


to be a serious matter, espec ially because of the men needed to be withdrawn from the 
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effective fighting forces to guard the prisoners, and the expense of feeding them. During 
most of 1864, prisoners on neither side were permitted to receive supplies from the 
outside. As the complaints grew, arrangements were made by relatives and friends 
to help them. This led to drives on both sides to obtain food, clothing, and medicine, 
for their prisoners, and, finally, a resumption of the exchange of prisoners as had 


been set up in the early months of the war 


Reports of suffering in both Northern and Southern prisons increased late in the 
war, and, in fact, the statement was prevalent in the North that suffering was inten- 
tionally inflicted on prisoners in Southern camps, and suggestions for retaliation were 
conceived. This resulted in a reduced food quota for Southern prisoners; however, 
the official ration list, even though reduced, should have been adequate to prevent 
serious suffering. (Quotes from the prisoners, however, would indicate that they did 
not receive their food allocations and, in fact, were often hungry and experienced many 


of the diseases associated with malnutrition-deficiency states. 


Many threats for the alleged mistreatment of the prisoners were made during the 
war, but, fortunately, rarely carried out. One scene of retaliation, however, did occur 
in August 1864 at the time Sherman was blasting and burning his wav through Geor- 
gia, and pushing everything before him. Confederate commanders seized upon a num- 
ber of Union prisoners, and sent them to Charleston, South Carolina, where thev were 
confined within the city limits, which was at the time under the fire of Federal batteries 
This act so infuriated Federal commanders that they retaliated by seizing 600 Con 
federate officers and placed them in a stockade type prison on Morris Island, at that 
time under siege of Confederate batteries Luckily, little or no damage was done on 


either side as projec tiles from both sides seemed to have been purposely aimed high 


On another occasion Federal General Butler is alleged to have placed a number of 
Confederate prisoners to work on the Dutch Gap Canal, then under Confederate fir 
This was done in retaliation for Federal] prisoners reputedly ordered to work on for- 
tifications under siege. It is interesting to note that on the denial of Gene ral Lee it 
was intended to place prisoners under fire, Gene ral Grant counte rmanded General 


Butler's order and had the squad withdrawn from the Dutch Gap Canal 


That the prisoners of the Confederates were hungry most of the time after 1863 is 
t 
probably true. It goes without saving that so were the armies of the Confederacy lo 
maintain an effective office of the Commissary-General for the Confederacy was prar 
tically impossible under the circumstances at the time. Food was present in the South- 
land but could not be moved to the appropriate places in time. A fair evaluation of 
I 


the well-nigh impossible problems of transportation points up this fact 


A fact-finding commission, appointed by the United States Army, and headed by the 
Adjutant-General, summarized their findings regarding relative mortality in Northern 
and Southern prisons. It stated that 462,634 Confederate soldiers wer captured 
during the war, and that 25,976 died in captivity; 247,769 were paroled on the field 
By contrast only 211,411 Federal soldiers were captured during the war. and 30.218 
died in captivity; 16,668 were paroled on the field. According to these figures the 
mortality in Confedeate prisons was 15.5% while the Federal prison mortality was 
12°. These figures, however, are at variance with the Confederate records which gave 


a Federal mortality of only 9%. 


R. E. M.D 
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Thanks to Our Virginia Statesmen 


SC HARRY BYRD has always been a friend of the physicians of Virginia 

but his efforts during the past few months in our behalf have made the entire 
medical profession of this country indebted to him. This he was able to accomplish by 
reason af his position as one of the senior members of the Senate and by virtue of his 


chairmanship of the powerful Senate Finance Committee. 


This Committee's action in failing to report out the several Forand-type bills pre- 
vented what otherwise would have proved to be the entering wedge of Socialized Medi- 
cine. On the other hand, favorable action by the Finance Committee in the case of 
the “federal-state program” bill, which had the blessing of the American Medical] Asso- 


ciation, enabled this worthwhile measure to pass the Senate and it will now provide 


aid in the proper manner for those who need it. 


Largely through Chairman Byrd's cooperation the Keogh-Simpson bill was reported 
out favorably but the Senate did not act on this measure before its adjournment. 
However, with both House and Senate Finance Committee concurring there is every 


reason to believe that favorable action will be taken by the next Congress. 


\ final indication of Senator Byrd's desire to learn our thinking with respect to 
current medical legislation was the letter he sent to all Virginia physicians several 
weeks ago requesting our wishes regarding the inclusion of physicians in Social Se- 
curity, As soon as it became evident that the doctors were opposed (532 in favor and 


936 against) he led the fight that resulted in the deletion of this provision from H. R. 


12580 
Senator Byrd did not accomplish all this single-handedly but he, more than anyone 
else in Washington, made these favorable actions possible. Every physician in America 


should feel fortunate that the Senator did not carry out his most understandable inten- 


tion of retiring from public life two years ago 


We also are indebted to the majority of our other Virginia representatives for yeoman 
service during this important session of Congress. Senator Willis Robertson, and Con- 
gressmen Howard Smith and Burr Harrison were especially helpful by virtue of their 
committee assignments. Our Republican legislators Richard Poff and Joel Broyhill 
were also active. In fact it was a team victory and one in which every Virginian should 


take a great measure of pride 


Harry J. WARTHEN, M.D. 
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Nens Notes .... 


New Members. 


Since the list published in the September issue of 
the Monthly, the following new members have been 
admitted into The Medical Society of Virginia: 


James Pray Baker, Jr., M.D., Culpeper 

John Wesley Gales, M.D., Galax 

John Franklin Gibson, Jr., M.D., Arlington 
William Otey McCabe, Jr., M.D., Forest 

John Joseph Nolan, M.D., Arlington 

Manly Whitfield Rankin, Jr., M.D., Eagle Rock 
Charles Wellington Richardson, M.D., Galax 
Frank M. Ripberger, M.D., Alexandria 

David Elijah Robinette, M.D., Dante 


Staff of New Hospital. 


Dr. George J. Oliver, Jr., has been elected presi- 
dent and chief of staff of the new Williamsburg 
H. G. Stokes has been 
named vice president and Dr. C. J. Chohany secre- 
tary. Members of the staff will be Drs. B. H. Bailey, 
B. I. Bell, B. I. Bell, Jr., J. B. Blayton, R. E. De- 
Bord, F. A. Dick, F. L. Fernandez, Jones, 
B. T. Painter, J. R. Tucker, and G. H. van Drien 

The hospital is scheduled to open late this fall 


Community Hospital. Dr 


Clinical Directors. 


Drs. William H. Grey and Carlos A. Recio have 
been appointed as clinical directors of Western State 


Hospital. 


American College of Chest Physicians. 


The Southern Chapter of the College will hold its 
annual meeting at the Statler-Hilton Hotel, St. Louis, 
October 30-31, 1960. The program is as follows: 
Tuberculosis in an Industrial Plant by Drs. James 
T. Perret and Neill K. Weaver, Baton Rouge, La.; 
Adrenocorticoids in the Treatment of Tuberculosis 
by Dr. William W. Coulter, Jr., Lafayette, La.; 
Adult Histiocytosis by Drs. John N. Bickers and 
Perry J. Ekman, New Orleans; Physiological Studies 
on Patients with Bullous Emphysema by Drs 
Charles E. Andrews and William E. Ruth, Kansas 
City, Mo.; Hypertrophy of the Right Ventricle in 
Centrilobular and Panlobular Emphysema by Drs. 
Herbert C. Sweet Jame sR. Wyatt, and Peter Kin- 


sella, St. Louis; Spontaneous Pneumothorax by Drs 
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Mark W. Wolcott, William A. Shaver, and William 
D. Jennings, Coral Gables, Fla.; The Diagnosis and 
Management of Pleural Disease by Dre. M. N. Atay, 
J. Lewis Yates, Harry V. Langeluttig, and Charles 
A. Brasher, Mt. Vernon, Mo.; Early Signs and 
Warnings of Coronary Disease by Dr. Edward Mas- 
sie, St. Louis; Controversial Aspects of the Manage- 
ment of Sympathetic Coronary Atherosclerosis by 
Dr. Thomas M. Blake, Jackson, Miss.; Anomalous 
Vascular Patterns Found with Atrial Septal Defects 
by Dr. Robert H. LePere, San Antonio; Congenital 
or Acquired Absence or Hypoplasia of One Pul 
monary Artery by Drs. Milton V. 
Adam, and Ben F 


Davis, Maurice 
Mitchell, Jr., Dallas; 
Role of Angiography in the Management of Pulmo 
nary Disease by Dr. Osler A. Abbott, Atlanta, Ga 


All physicians are cordially invited to attend 


and The 


Dr. James J. Moriarty, 


Alexandria, has been named as chairman of the 


committee for the physically handicapped for the 


Chesapeake District of Civitan International 


Dr. George Stanley Mitchell, Jr., 

Newport News, has been elec ted president of the 
Peninsula Heart Association. Dr. John W. Massey 
is the retiring president. Dr. Walter S. Price, New 
port News, and Dr. Robert E 


named directors. 


Stout, Hampton, were 


Medical Aspects of Sports. 


The Second National Conference on the Medical 
Aspec ts of Sports sponsored by the American Medical 
Association, under the auspices of its Committee on 
Medical Aspects of Sports, will be held in Washing 
ton, D. ¢ at the Statler Hotel on November 27th 
Phe Conference will immediately precede the annual 
Clinical Meeting of the Association, November 28 
December 1 

The Conference will include papers, panels and 
discussions relating to training and conditioning, 
prevention of injuries, recognition referral and treat 
ment of injuries, the psychology of sports participa 
tion and other subjes ts 

Those interested in receiving announcements con- 
cerning the Conference should address the Secretary, 
Committee on Medical Aspects of Sports, 535 North 
Dearborn, Chicago 10, Illinois 
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Dr. Patricia R. Denton 


Has resigned as director of the State’s Mobile 
Psychiatric Clinic based in Richmond. She will be 
director of a recently opened mental hygiene clinic 
at Virginia Beach. Dr. Denton took on two jobs 
when she resigned as she was married the next day 
to Frederick T. Pearce, a research engineer with the 
National Aeronautics and Space Administration's 
Project Mercury at Langley Field. 


Radioisotope Laboratory Completed. 


The Petersburg General Hospital has completed 
its Radioisotope Laboratory and this is one of the 
most up-to-date units on the Eastern Seaboard. The 


Laboratory was made possible through the H. Ross 
Hinton Endowment Fund. 


The American Thoracic Society 


(Formerly American Trudeau Society), medical 
section of the National Tuberculosis Association, is 
soliciting abstracts of papers on all scientific aspects 
of tuberculosis and nontuberculous respiratory dis- 
eases for presentation at its annual meeting in Cin- 
cinnati, May 22-24, 1961. Abstracts must be in the 
hands of the program committee not later than Jan- 


uarv 7th. Rules governing the submission of al 


stracts may be obtained from Leon H. Schmidt 
Ph.D., chairman medical sections committee, 1790 
Broadway, New York 19 


Hospital Staff Appointments. 


Staff appointments to the new Fairfax Hospital, 
which is scheduled to open early in 1961, have been 
made as follows: Anesthesiology, Dr. Heinz-Otto 
Silbersiepe, McLean; General Practice, Dr. Carl P 
Parker, Jr., Falls Church; Internal Medicine, Dr 
Thomas E. O'Brien, Falls Church; Obstetrics and 
Gynecology, Dr. Peter Soyster, McLean; Pathology, 
Dr. C. Barrie Cook, Fairfax; Pediatrics, Dr. Ard- 
win H. Barsanti, Annandale; Psychiatry, Dr. Robert 
B. Neu, Arlington; and Surgery, Dr. Gerard J. In 
guagiato, Fails Church. 


Chiefs of Sections are: General Surgery, Dr. Llovd 
B. Burke, Arlington; Neuro-Surgery, Dr. Garrett M 
Swain, Falls Church; Ophthalmology, Dr. Robert 


L. Norment, Arlington; Oral Surgery, Dr. Albert 


1). Alexander, Falls Church; Orthopedic Surgery, 
Dr. Allen M. Ferry, Arlington; Otolaryngology, Dr 
Henry T. Kulesher, Falls Church: and Urology, Dr 
Michael A. Puzak, Arlington 
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More than 200 local physicians and dentists have 
submitted their applications to practice in the new 
six million dollar hospital. 


Studies on Colon and Rectal Carcinoma. 


The cooperation of physicians is requested in 
studies on colon and rectal carcinoma recently ini- 
tiated at the Clinical Center, National Institutes of 
Health, Bethesda, Maryland. Encouraging results 
in the treatment of gastrointestinal carcinoma have 
been reported using the pyrimidine analogues 5- 
fluorouracil and 5-fluorodeoxyuridine. However, 
other reports have raised the question of their effec- 
tiveness. The Chemotherapy Service is conducting 
studies on these agents and patients can be accepted 
if they are ambulatory, have normal leukocyte count, 
renal and hepatic function and if they have metastases 
in the lung, peripheral lymph nodes (such as supra- 
clavicular or cervical) or skin. 

Physicians who wish to have their patients con- 
sidered for study at the National Cancer Institute 
may write or call: Dr. Clyde O. Brindley or Dr. 
Paul P. Carbone, National Cancer Institute, Bethes- 
da 14, Md. (Phone—OLiver 6-400, Ext. 4251) 


Dr. Milton H. Kibbe, 


Clinical director of the Lynchburg Training School 
and Hospital since June 1958, has been appointed 
superintendent of the Petersburg Training School, 
effective October 1st. 


Ophthalmic Surgery. 


The Department of Ophthalmology, Emory Uni- 
versity School of Medicine, will sponsor a_post- 
graduate course in ophthalmic surgery, December 
1-2, in the auditorium of the Grady Memorial Hos- 
pital, Atlanta, Ga. Guest lecturers will be Dr. Frank 
T. Costenbader, Senior Attending and Chairman of 
the Department of Ophthalmology, Children’s Hos- 
pital and Senior Attending Ophthalmologist of 
Washington Hospital Center, Washington, D. C.; 
Dr. John M. McLean, Professor of Ophthalmology, 
Cornell University School of Medicine, New York; 
and Dr. Harold G. Scheie, Professor of Ophthal- 
mology, University of Pennsylvania School of Med- 
icine, Philadelphia. 


General Practice for Sale. 


In Virginia, established nine years; large seacoast 


community with good hospitals. Entering residency 
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January 1961. Lease available. Will introduce and 
arrange suitable terms; staff will remain if desired. 
Contact M.G., care Virginia Medical Monthly, 4205 
Dover Road, Richmond 21. ( Adv.) 


Obituaries .... 


Dr. Emmett Herman Terrell, 


Prominent Richmond physician, died September 
7th at the age of eighty-two, having been in ill health 
for several years. He was a graduate of the Medical 
College of Virginia in 1900 and was a member of 
When he retired he 


was made emeritus professor of clinical proctology. 


its faculty for forty-six years. 


Dr. Terrell served as president of the American Proc- 
tologic Society in 1923 and was chairman of the 
section on gastroenterology and proctology of the 
American Medical Association in 1944. He was also 
a past president of the Richmond Academy of Medi- 
cine and had been a ntember of The Medical So iety 
of Virginia since 1901. 

Dr. Terrell was a member of Phi Beta Kappa and 
Omega Upsilon Phi. He was awarded the College 
of William and Mary Alumni Medallion for recog- 
nized eminence in his specialty of proctology. He 
was a charter member of the Richmond Rotary Club. 


His wife and two daughters survive him. 


Dr. Adrian Lambeth Carson, Jr., 


Director of local health services for the State De- 
partment of Health, died September 16th. He was 
fifty-nine years of age and a graduate of the Medical 
College of Virginia in 1925. Dr. Carson had been 
with the health department since 1931. He was di- 
rector of the Maternal and Child Health Bureau from 
1940 to 1948, and director of the division of spec ial- 
ized medical services from 1948 to 1952, when he 
was made director of local health services. Dr. Car- 
son was assistant clinical professor of obstetrics and 
gynecology at the Medical College of Virginia and 
had served as consultant in recent years to smaller 
hospitals associated with the College. 

Dr. Carson was a diplomat of the American Board 
Health and a 


fellow of the American Academy of Obstetrics. He 


of Preventive Medicine and Publi 
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Ophthalmologist Wanted. 


Board eligible or certified. For association or part- 
nership practice with Board Certified Ophthalmolo- 
gist in southwestern Virginia. Write for full par- 
ticulars to #2900, care the Virginia Medical Monthly, 
4205 Dover Road, Richmond 21, (Adv.) 


was president of the State Nutrition Association and 
had served as president of the Virginie Obstetrical 


and Gynecological Society He had been a member 
of The Medical Society of Virginia since 1932 


His wife and a son survive him 


Dr. Handy. 


Dr. Stafford Odell Handy, an esteemed member of The 
Lynchburg Academy of Medicine, specializing in roent 
genology in Lynchburg for thirty years, died in the Med 
ical College of Virginia Hospital, Richmond, Virginia, 
March 26, 1960. He had been ill since July 1959, and was 
burned severely one month before his death 

Dr. Handy was born at Stuart, June 1, 1903. He re 
ceived his pre-medical education at the University of 
Richmond, and graduated from the Medical College of 
Virginia in 1928. Dr. Handy served his internship at the 
Medical College of Virginia Hospital 1928-1929. He came 
to Lynchburg in 1929 and was associated in the practice 
of roentgenology with the late Dr. Hunter B. Spencer. He 
served on the active staff of the Virginia Baptist, The 
Marshall Lodge Memorial, and Lynchburg General Hos- 
pitals during his entire period of practice 

He was a member and past president of The Lynch 
burg Academy of Medicine. He also was a member of 
The Medical Society of Virginia, the American Medical 
Association, and the American Radiological Society. Dr. 
Handy was a diplomate of the American Board of Ra 
diology. 

Dr. Handy's devotion to his work was second only to 
his devotion to his family. His physical handicaps during 
his later years were the result of his unselfish service, and 
constant availability when called upon. 

THEREFORE BE IT RESOLVED That the members of the 


Lynchburg Academy of Medicine mourn Dr. Handy's 


passing and extend their deepest sympathy to his family 

Be IT FURTHER RESOLVED That a copy of this resolution 
be sent to his family, that a copy be spread upon the 
minutes of the Lynchburg Academy of Medicine and that 
a copy be sent to the Virginia Medical Monthly for pub- 
lication. 


S. E. Octespy 
H. C. Brown ey 
Porter B. Ecuors 
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LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermouility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately ‘4; the dosage of morphine and 
‘so the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents 


Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 


LOMOTIL 
EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose As measured by inhibition of charcosl propulsion in mice, Lomotl was 


effective in about the dosage of morphine hydrox hioride and in shout the 
donage of atroprne sulfare 


MORPHINE ATROPINE 
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LOMOTIL 


SELECTIVELY LOWERS PROPULSIVE MOTILITY 


OR DIARRHEA 


as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 


Subject to Federal Narcotic Law 
Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 
6.0. SEARLE aco. 
P.O. Box 5110, Chicago 80, Iilinois 
Research in the Service of Medicine 


Z 
i THEFERAPE 
16.5 
in mg. per kg. of 
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Daniel D. Chiles, M.D. 
Clinical Director 


James K. Morrow, M.D. 


Silas R. Beatty, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 


Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 


525 Bland St., Bluefield, W. Va 
David M. Wayne, 


Phone: DAvenport 


Charleston Mental Health Center 


1119 Virginia St . E Cha 


B. B. Young, M.D 
Dickens 6-7691 


Phone 


SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M.D., Director 


William D. Keck, M.D. 

Edward W. Gamble, III, M.D. 

J. William Giesen, M.D. 
internist (Consultant) 


Don Phillips 
Administrator 


AFFILIATED CLINICS 


Beckley Mental Health Center 
109 E. Main Street, Beckley, W. Va 
W. E. Wilkinson, M.D 
Phone: CLifford 3-8397 


Norton Mental Health Clinic 
Norton Community Hospital, Norton, Va 


Pierce D. Nelson, M.D 
Phone: 218, Ext. 55 and 56 


M.D. 
5-9159 


rlestcen, W. Va 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 


Richmond, Virginia 


General Medicine 
HUNTER H. McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 
WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 
EARNEST B. CARPENTER, M.D. 
JAMES B. DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D 


Treasurer : 


"RICHARD J. JONES, BS., C.P.A. 
ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 


Obstetrics 
W. HUGHES EVANS, M.D. 
W. H. COX, MLD. 


General Surgery 


WEBSTER P. BARNES, M.D 
JOHN H. REED, JR., M.D 

JOHN ROBERT MASSIE, JR., M.D 
JOSEPH W. COXE Ill, M.D. 


Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D. 


Radiology 
Urology HENRY S. SPENCER, M_D. 

CHAS. M. NELSON. M.D. STUART J. EISENBERG, M.D. 
AUSTIN L DODSON, JR., M.D. Pathology 


J. H. SCHERER, M.D. 
Pediatrics JOHN L. THORNTON, M.D. 
HUBERT T. DOUGAN, M.D. 
Anesthesiology 
HETH OWEN, JR., M.D 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D. 
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TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. TUCKER 


Dr. GEORGE S. FULTZ Dr. AMELIA G. Woop 


RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 


RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a timited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 
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Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 


Cross Hospital is under the direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 


mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 


Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alferd, Atlante, Ge. 


VIRGINIA Mepicat MONTHLY 


. 


RIVERSIDE CONVALESCENT HOME 


Sophia & Fauquier Sts. 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434 


Rates: 
$40.00 to $75.00 per week 


e Understanding Care e 


Patients Get the Skilled Care They Deserve 


Health Approved —%Intermediate Care— Inspection Invited 


AGED e TERMINAL CASES e CHRONICALLY ILL 


@ Round the Clock Skilled Care @ 67 Simmons Hospital Bed Capacity 
@ Highe:t Ethical Operating Standards @ Automatic Litter-Size Elevator 

© R.N. Supervision and M.C.V. Extern Mitton 3-271] @ Rates Start From $60 Weekly 

@ Trained Dietitian @ Male Orderlies @ Private and Multiple Rooms—toilets 
Bernard Maslan 


Administrator TERRACE HILL NURSING HOME 2112 Monteiro Ave. 


Richmond 22, Va. 


@ Sprinkler and ‘‘Atmo’’ System Equipped @ 
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ablets 


lfate 5 me 


BAI 


anorectic-ataractic 
Dosage: One tablet 


meprobamate 400 mg., with d-amphetamine su 


> 


logical 


combination 


for appetite 
Suppression 


meprobamate plus 
d-amphetamine...suppresses 
appetite...elevates mood... 
reduces tension... without 
insomnia, overstimulation 
or barbiturate hangover. 


one-half to one hour before each meal. 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 

PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Op 


An 


STUART CIRCLE HOSPITAL 


413-21 Sruart CircLe 
RICHMOND, VIRGINIA 


Medicine: 


Manrrep Catt, III, M.D. 

M. Morris Pinckney, M.D. 
ALEXANDER G. Brown, III, M.D. 
Joun D. Catt, M.D. 

WywnpuHam B. Branton, Jr, M.D. 
Frank M. Btanton, M.D. 

Joun W. Power, M.D. 


Obstetrics and Gynecology: 


Durwoop Succes, M.D. 
Spotswoop Rosins, M.D. 
Davin C. Forrest, M.D. 


Orthopedics: 


Bevertey B. Crary, M.D. 
James B. Darton, Jr., M.D. 


Pediatrics: 


Cuartes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 


hthalmology, Otolaryngology: 
W. L. Mason, M.D. 
J. Warren Montacue, M.D. 


esthesiology: 


B. Moncure, M.D. 
Hetu Owen, Jr., M.D. 


Surgery: 

A. SterHens Granam, M.D 

Cartes R. Rosins, Jr, M.D 

CaRRINGTON WILLIAMS, M.D 

Ricuarp A. Micnaux, M.D 

CaRRINGTON WILLIAMS, M.D 

ArRMIsTEAD M. WictiaMs, M.D 
Urological Surgery: 

Frank Pore, M.D 

J. Eowarp Hitt, M.D 
Oral Surgerv: 

Guy R. Harrison, D.D.S 
Plastic Surgery: 

Hunter S. Jackson, M.D 
Roentgenology and Radiology: 

Frep M. Honces, M.D. 

L. O. Sngap, M.D 

Hunter B. Friscuxkorn, Jr., M.D. 

C. Barr, M.D. 
Pathology: 

James B. Roserts, M.D. 
Physiotherapy: 

Miss ETHELEEN DALTON 
Director: 

C. Hovcn 
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ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Guy W. Horstey, M.D. 


Austin I. Dopson, Jr., M.D. Dovuctas G. M.D. 
General Surgery and Gynecology 


Urology Internal Medicine 
James T. Gianoutis, M.D. 


S. Rosertson, M.D. 
General Surgery and Gynecology J. Eowarp Hitt, M.D. 


Internal Medicine 
Urology 
J. Suevron Horsey, M.D. 


General Surgery and Gynecology 


W. Kyte Situ, Jr., M.D. 
Internal Medicine 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 

laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 

climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 
Wma. Ray Grirrin, Jr., M.D. 


Mark A. GaruirFin, Sr., M.D. 
Rosert A. Grirrin, Jr., M.D. 


Mark A. GriFFin, M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitteg, N. C. 
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Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 
. Elbyrne G. Gill 
. Houston L. Bell 


. Ronald B. Harris 
. Derwin K. Harmon 


RESIDENT STAFF 


. J. R. Van Arsdall 

. C. B. Foster 

. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance 
The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school 
For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Fire Protection by Grinnell Sprinkler System 
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Sun, Mon. Tue. Wed. Thur, Fri, Sat. 


Dosage: 2 Tablets 8.1.0. (AM. & P.M) 


in premenstrual tension 
only 


treats the whole syndrome 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 


Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


e Chattanooga 9, Tennessee 
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your complete insurance needs. 


PROFESSIONAL 
PROPERTY 


CHOICE OF THE MEDICAL 
SOCIETY OF VIRGINIA 
FOR PROFESSIONAL 
LIABILITY INSURANCE 


_ THERE IS A SAINT PAUL AGENT IN YOUR 

_ COMMUNITY AS CLOSE AS YOUR PHONE 


Richmond 4, Virginia 
Phone MI 3-0340 


REPRINT PRICES OF ARTICLES IN THE 
VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 inches 


No. of copies 100 200 250 500 750 1000 500 2000 
1 page $8.30 $8.90 $9.20 $10.76 $12.20 $13.70 $16.70 $19.70 
2 Peges 9.45 10.20 10.60 12.45 14.35 16.20 19.95 23.70 
4 Pages 19.85 21.70 22.65 27.25 31.88 36.50 45.75 55.00 
8 Pages - 47.87 50.15 51.30 57.00 62.70 68.40 79.80 91.20 

12 Pages 77.90 82.65 85.05 96.90 10880 120.65 144.40 168.15 

16 Pages 95.74 100.30 10260 114.00 12540 13680 15960 182.40 

Cover ; 15.20 1865 20.40 29.00 37.45 46.25 73.50 80.75 

Envelope—blank 2.80 5.60 7.0C 14.00 21.00 28.00 42.00 56.00 

Envelope—printed 798 11.16 12.70 20.70 28.60 36.60 52.50 68 40 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street Richmond 19, Virginia 
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Physicians’ flavor-perfect Mixed-Sulfas Suspension 


Honey-Trisulfas contains one grain of the triple sulfapyrimidines in each 
cc. of suspension (5 grains per teaspoonful), providing the therapeutic efficacy and 
safety of the mixed sulfas. The safety of this product is further enhanced by the 
inclusion of alkalizing agents, sodium citrate and sodium lactate, making it an 
ideal choice for sulfa therapy, particularly in younger children, where the main- 
tenance of high fluid intake is often extremely difficult. The popularity of Honey- 
Trisulfas over a period of years bears out the findings of investigators who report 


unequivocally more successful results with sulfonamide mixtures than with single 
sulfa drugs.’ 


In Honey-Trisulfas*, as in the unique companion products, H.T.S. Sus- 
pension* and Honey-Diazine*, the microcrystalline sulfonamides are employed to 


provide a smooth, free-flowing suspension in which settling is minimal and can be 
easily shaken. 


1. Shore, P.D., Flippin, H.F., and Reinhold, J.G.. Am. J. M. Sec., 218:80 (July) 1949. 
* Federal law prohibits dispensing without prescription. 


SAMPLES AND 
LITERATURE 

GLADLY SENT 
UPON REQUEST 


| ly occurring infectious diseases 
/ / 


For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 
A. G. JEFFERSON 
Ground Floor Allied Arts Bldg. 


Exclusively Optical 


A 
logical 
prescription for 
overweight patients 


c-ataractic 


BAMADEX 


meprobamate 400 mg_. with d-amphetamine sulfate 5 mg., Tabiets 


meprobamate plus d-amphetamine... 
depresses appetite...elevates mood... 
eases tensions of dieting... without over- 
stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 


Ge) 


RICHMOND 


JOHN MARSHALL 


500 Rooms Rates From $6.00 


RICHMOND 


ooms Rates From 


woo LLIAM BYRD 


Rooms Rates From $5 


CARTER 


Rooms Rates From $4.50 


OLD POINT COMFORT, 
FORT MONROE 


CHAMBERLIN HOTEL 


Rooms Rates From $6.00 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.00 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
4205 Dover Road Richmond 21, Va. 


The State Board of Medical 
Examiners of Virginia 


The next meeting of the Virginia Board of 
Medical Examiners will be held at the Hotel 
Richmond, Richmond. Virginia, November 28 
1960. The examinations will be held in the same 
hotel November 29th-December 2nd, inclusive 

All applications and other documents pertain 
ing to the examination or matters to be dis 
cussed by the Board must be on file in the Secre 
tary’s office on or before November 5, 1960. The 
Secretary of the Board is Dr. R. M. Cox, 509 
Professional Building, Portsmouth, Virginia. 
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EW...COMPREHENSIVE... 


_ for your ALLERGIC Patients 


) 
More than an antihistaminic 


@ Three needed actions in one tablet As 


} 
Antihistaminic/Tranquilizer/Decongestant 


4 
7 


@ Provides comprehensive control 


/ 


without drowsiness 


~ The anxiety underlying allergic conditions is allayed, and the 
needed antihistaminic and decongestant actions are provided. 


Drowsiness is prevented by specific CNS anti-depressant 
action. 


~ 


) 


“Algic is highly effective in the symptomatic | 

~ therapy of perennial allergic coryza. 82% of fifty 

patients experienced marked therapeutic effect. Side ~ 
\effects were few and only one\ patient required 
withdrawal of the drug because of sleepiness.” 


Swortz, H., “‘Clinical Evaluation of a New Drug (Algic) in the Symptomatic 
Therapy of Perennial Allergic Coryza, Current Therapeutic Research, 2: 1960. 


Each seored tablet contains: 3 mg. Chlorpheniramine } 


Maleate; 50 mg. Phenyltoloxamine DHC; 25 meg. 
Racephedrine HCl. 


Dosage: Adults: One or two tablets every four hours. 
Children (6 to 12 years): One-half adult dose. 


S P WN C E R. LABORATORIES, INCORPORATED 


MORRISTOWN, NEW JERSEY 
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Ow to 
Acquire 
Permanent 
Savings Habit 
in Minutes 


Learning to save isn’t the easiest 
thing in the world. But thousands 
of Americans have discovered a 
way that requires no learning — 
buying U.S. Bonds on Payroll 
Savings. Just ask your company’s 
bond officer to set aside any Just sign your name and you're saving! Buying 
U.S. Bonds on payroll savings requires no 
amount you wish each payday. “saving skill”. Your payroll clerk does the 
You'll be surprised how little it saving for you 
changes your spending habits — 
and how quickly your savings will NOW every Savings Bond you own —old 
grow Trv it and see! or new —earns 44% more than ever before 


U.S. SAVINGS BONDS ARE MORE THAN Government guarantee. 
A GOOD WAY TO SAVE Your money can’t be lost or stolen. 


You save automatically with the Payroll You can get your money, with interest, 
anytime you want it. 
Savings Plan. 


You save more than money — you help 
your Government pay for peace. Buy Bonds 
You invest without risk under a U.S. where you work or bank. 


You Save More Than Money With 
U.S. Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 


You now get 3%4% interest at maturity. 
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In active people who won't take time to eat properly, MyADEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 

Each mMyapec Capsule contains: vitamins: Vitamin By crystalline—5 mcg.; Vitamin Bs (riboflavin)—10 mg.; 
Vitamin B. (pyridoxine hydrochloride) —2 mg.; Vitamin B; mononitrate—10 mg.; Nicotinamide (niacinamide)— 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 meg.) 1,000 
units; Vitamin E (d-alpha-tocopheryl acetate concentrate) —5 I.U. (as inorganic salts) lodine—0.15 mg.; 
Manganese mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick “bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 
not far behind. 


prescribe... 


high potency vitamin. mineral supplement 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 


pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 


When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 


A new ‘‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


pHisoAc is available in 1'% oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


pHisoHex’ and pHisoAc for acne 


New York 18,N.Y 


trademark 
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for more 
effective 
management | 


SALUTE NSIVE 


soluretic aad antihypertensive a N 


sustained-action hydroflumethiazide ‘Bristol’ 


® 


as an antihypertensive: “a distinct advantage in the manifestations of hypertension’? 


... a superior foundation drug for an antihypertensive regimen... often the 
only drug required...in other cases, enhances the effect of tranquilizers, 
sympathetic depressants, and ganglionic blockers. 

as a saluretic: ‘a marked advancement in the field of diuretic therapy’? 
... prompt sodium excretion, with “a duration of at least 18 hours” on a single 
50-mg. tablet’... repetitively effective.'* 


INDICATIONS: Hypertension and hypertensive cardiovascular disease. Edema, associated with cardiac or 
renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in official package circular. 
SUPPLY: Scored 50-mg. tablets ; bottles of 50. Syrup, containing 50 mg. per 5-ml, teaspoonful; bottles of 8 fl. oz. 


REFERENCES: 1. Ford, R. V., and Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 2. Fuchs, M., 
and Mallin, S. R.; Int. Rec. Med. 172:438, 1°59. 3. Ford, R. V.: Int. Rec. Med. 172:434, 1959. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 
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...1n the control of serum 


Why diet is preferable to drugs 


The objective of therapy is the approxi- 
mation of the physiological norm. 


This is most satisfactory when it can be accom- 
plished by dietary manipulation. The control of 
elevated serum cholesterol through relatively sim- 
ple changes in the dietary pattern of the patient 
puts nature’s own processes to work most effec- 
tively to achieve the objectives of treatment. 


The dietary approach does more than correct the 
serum cholesterol problem. Because overweight, 
together with improper eating patterns, is so often 
involved, the prescription of corrective diet helps 
the patient to help himself by establishing sound 
nutritional practices. 


For the prophylaxis and prevention of hypercho- 
lestemia, the dietary approach affords the advan- 
tages of simplicity and economy. Diet therapy is 
for the long-term management of a chronic con- 
dition, while drug therapy is most efficient for 
acute situations. 


The development of atherosclerosis is a slow proc- 
ess. It is believed that the onset of this condition 
is in early adulthood, but its clinical symptoms 
take as many as 20 years to manifest themselves. 
Simple changes in diet serve to keep the blood 
cholesterol concentration at an acceptable level. 


Dietary therapy has other significant advantages 
over medication as follows: 


1. Dietary adjustment involves little or no ex- 
pense to the patient, whereas drugs are costly. 


. Dietary therapy may be made with complete 
safety —even for pregnant females. 


. Dietary therapy produces no side effects, 
whereas there is not as yet sufficient clinical 
evidence as to the long-term effects of drugs. 


. Dietary therapy brings about reduction in 
serum cholesterol through normal body proc- 
esses, as yet not fully understood. On the other 
hand, some drugs can leave in the body accu- 
mulations of cholesterol precursors. 


). Dietary procedures do not usually generate new 
compounds in the blood which interfere with 
the chemical determination of blood serum 
cholesterol. 


6. Dietary therapy offers a solution to the related 
problems of obesity which drugs do not. 


Elevated serum cholesterol has long been linked 
to an imbalance in the ratio of the type of fat in 
the diet. Reductions in cholesterol levels have been 
achieved repeatedly, both in medical research and 
practice, through control of total calories and 
through replacement of an appreciable percent- 
age of saturated fat by poly-unsaturated vege- 
table oil. An important measure in achieving re- 
placement is the consistent use of poly-unsaturated 
pure vegetable oil in food preparation in place of 
saturated fat. 

Poly-unsaturated Wesson is unsurpassed by 
any readily available brand, where a vegetable 
(salad) oil is medically recommended for a 
cholesterol depressant regimen. 


ROCK CORNISH GAME HENS—Free Wesson recipes for delicious main dishes, desserts and salad dressings are avail- 
able for your patients. Request quantity needed from The Wesson People, Dept. N, 210 Baronne St., New Orleans 12, La. 
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More acceptable to patients. Wesson is preferred for its supreme delicacy 
of flavor, increasing the palatability of food without adding flavor of its own. 
Uniformity you can depend on. Wesson has a poly-unsaturated content 
better than 50%. Only the lightesf cottonseed oils of high iodine number are 
selected for Wesson, and no significant variations are permitted in the 22 
exacting specifications required before bottling. 


Economy. Wesson is consistently priced lower than the next largest seller. 


Wesson’s Important Constituents 
Wesson is 100% cottonseed oil . . . winterized and of selected quality 


Linoleic acid glycerides(poly-unsaturated). ....... 50-55% 
Oleic acid glycerides (mono-unsaturated) . . 16-20% 
Palmitic, stearic and myristic glycerides(saturated) . . . . 25-30% 
Phytosterol (Predominantly beta sitosterol) .. . . 0.3-0.5% 


Never hydrogenated —completely salt free 
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in infectious disease” 
in arthritis" * 
in hepatic 
in malabsorption syndrome" 
in degenerative disease~’ 
in cardiac disease" 
in dermatitis" 
in peptic ulcer*'* 
in neuroses & psychiatric disorders”: 
in diabetes mellitus”. 
in 
in ulcerative colitis 
in 
in pancreatitis 
in female climacteric“ 


Squibb Vitamin-Minerals for va 


11 vitamins, 8 minerals 
Clinically-formulated and potency 
protected to provide 


enough nutritional support 
to do some good 


with vitamins only 


Theragraa 


also available: 


Theragran Liquid 
Theragran Junior 


Theragran products do not contain folic acif™ 


1-41 alist of the above references will be supplied on request 


Patients with chronic disease deserve 
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after milk and rest, why Donnalate? 


Once you've prescribed milk and rest for a peptic ulcer patient, Donnalate 
may be the best means for fulfilling his therapeutic regimen. This is because 
Donnalate combines several recognized agents which effectively complement 
each other and help promote your basic plan for therapy. A single tablet also 
simplifies medicine-taking. 


s 
in Donnalate: Dihydroxyalumindm@® aminoacetate affords more con- 


sistent neutralization than can diet alone. # Phenobarbital improves the pos- 
sibility of your patient's resting as you tal him to. e Belladonna alkaloids 
reduce GI spasm and gastric secretion, And by decreasing gastric peristalsis. 
they enable the antacid to remain im the Stomach longer. 


Each Donnalate tablet equals one Robalate® tablet plus one-half Donnatal® 
tablet: Dihydroxyaluminum aminoacetate, N, F., 0.5 Gm.; Phenobarbital (4% 
gr.), 8.1 mg.; Hyoscyamine sulfate, 0.0599 mg.; Atropine sulfate, 0.0097 
mg.; Hyoscine hydrobromide, 0.0033 


A.H.Robins Co, inc 
Donnalate™ 20, VIRGINIA 
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UP-TO-DATE 
PRESCRIPTION DEPARTMENTS 


COMPLETELY STOCKED | d 
TO SERVE YOUR PATIENTS -~— 


We work closely with the pharmaceutical manufacturers to in- 
sure having the newest drugs in stock as soon as you prescribe 
them for your patients. New drugs are received in our prescrip- 
tion departments at the rate of more than one a day. 

Our prescription inven- 
tories are carefully checked saith 
every month to eliminate old 
or outdated drugs from our 
stock for the protection of 
your patients. . SERVICE 


j DRUG STO 


Stores to serve you in Virginia! 
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Coat styles change—whether it's a blazer or a B-complex vita- 
min. Not long ago, for instance, “Vitamins by Abbott” were 
dressed up with a new-style coating—fi/mtab® 

The most obvious result was a marked reduction in tablet size— 
up to 30% in some products. The tablets themselves were bril- 
liant in a variety of rainbow colors. They wouldn't chip or stick 


together in the bottle. All vitamin tastes and odors—gone. 


Such were the aesthetic gains. Behind these, a s 
pharmaceutical advance: with Filmtab, deterioration is slowed 


STYLES 


Note tne two tablets on the shelf above Dayalets-M®. Right, 
the same formula, but Fi/mtab-coated—potency® @seureq, wut old-style bulk is cut 30%. 


ON COATS: 


CHANGE IN VITAMINS, TOO 


to an irreducible minimum, because the coating process is 
essentially a water-free procedure. 


Finally—most important—Filmtab guarantees that the content 


of each tablet matches the formula printed on the label 
the 


While 
person taking the vitamins may not worry much about rigid 
stability, Abbott does. Assures it, through Filmtab 

In short, Filmtab’s a name that stands for quality, stability, 
potency. The very best in vitamin coatings. Filmtab doesn't add 
a penny to the cost. And it's a name found only on 


VITAMINS by ABBOTT 


0090334 
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NEWEST 
NUTRITIONAL 
PRODUCT 
FROM ABBOTT 


To meet special nutritional needs of growing teenagers... 


DAYTEENS 


@ RICH IN IRON, CALCIUM, VITAMINS—IMPORTANT FACTORS 


EACH DAYT FILMTAB® REPRESENTS: 
Vitamin A (5000 units) 1.5 mg. 
@ FILMTAB-COATED TO CUT SIZE AND ASSURE FULL POTENCY Vitamin D (1000 units) 25 mcg. 
Thiamine Mononitrate (B1) 2m 
@ HANDSOME TABLE BOTTLES AT NO EXTRA COST (100-SIZE) Riboflavin (Ba) 2 me. 
Nicotinamide 20 ma 
@ ALSO SUPPLIED IN BOTTLES OF 250 AND 1000. Swsidexine Hedenchdoride 0.5 mg. 
Vitamin Big (as cobalamin concentrate) 2 mcg 
NOW, DAYTEENS JOINS THE COMPLETE LINE Caicium Pantothenate 5 mg 
OF QUALITY VITAMINS BY ABBOTT: Ascorbic Acid (C) 50 mg 
lron (as sulfate) 10 mg. 
Copper (as sulfate) 0.15 mg. 
DAYALETS® OPTILETS® SUR-BEX® with C lodine (as calcium iodate) 0.1 mg. 
all OPTILETS-m® Manganese (as sulfate) 0.05 mg. 
Table botties of 500 and 1000 Magnesium (as oxide) ‘ 0.15 mg. 
DAYALETS-m® a, a Therapeutic formula of Caicium (as phosphate) 250 mg 
botties the essential B-complex 
; t de- stress, post-surgery, etc. 
“nutritionally run-down” ate. 


VITAMINS by ABBOTT 
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ALL OVER AMERICA! 


KENT with the FILTER 
SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


FIVE TOP GRANDS OF CIGARETTES 
SMOKED BY AMERICAN SCIENTISTS 


HIS does not constitute a The rich pleasure of smoking } 

professional endorsement Kent comes from the flavor /=—=1eae NT 
of Kent. But these men, like of the world's finest natural / yr 
millions of other Kent smokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous / ae 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, ‘The Story of Kent", for your { 
own use, write to: P. Lorillard Company —Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KENT 
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Doctor... 


‘What would paying a bill like this 
do to your personal finances? 


‘And what about additional bills for your 
continuing Office Expenses — if YOU 
had been the patient ? 


—AS A PRACTICING PHYSICIAN... — 


—AS A PRACTICAL BUSINESSMAN . . . — 


. . knowing that today's hospital confinements mean 
BIG bills, you should be the first to own “catastrophic” 
hospital-nurse insurance for yourself and your family’s 
assured protection. 


. . knowing that today it costs BIG money to operate 
your office — even when you are sick or injured and 
can't be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 1 
Major Hospital-Nurse Expense 
PAYS 100% of Hospital Room & Board Charges and 


PLAN 2 
Professional Overhead Expense 


Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount hos been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 

And, unlike most similar plans, premiums do NOT 
increase as you become older. 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc. — when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue 
for as long as | year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 
up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL SOCIETY OF VIRGINIA | 


enrollment application. 


UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 


DAVID A. DYER, Administrator 
Medical Arts Building 


Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 -— for complete details about this much-needed pro- 


tection for which hundreds of Virginia doctors have already enrolled. 
There is no obligation and no solicitor will call. MAY WE HEAR FROM YOU TODAY? 


We will gladly supply additional information or an 


No irritating crystals - uniform concentration in each drop 
STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREDNISOLONE 21-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 1. Lippman, O.: Arch. Ophth. $7:339, March 1957 
Sordon, D.M. A nth. 46:740, r 
advantage over the suspension in that no 2. 
{ h tient’ supplied: 0.5% Sterile Ophthalmic Solution NEO- 
crystalline residue ts left in the patient's HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
cul-de-sac or in his lashes ..... The other Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5ce 
vantage is that the patient dces not have to dropper vials. Also available as 0.25% Ophthalmic 
ad a A. d P d h f f Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
shake the drops and is therefore sure 0 and 0.25% Ophthalmic Ointment HYDELTRASOL. 


receiving a consistent dosage in each drop.''? In 3.5 Gm. tubes 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc 


¢: MERCK SHARP & DOHME Division of Merck & Co. Inc., Philadelphia 1, Pa. 
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WHEN 

THE PATIENT 
WITHOUT 
ORGANIC DISEASE 


COMPLAINS OF 
flatulence, belchi 
intestinal atony, 
indigestio 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. . 


Each tablet provides: Dehydrocholic Acid Compound, = PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); ane 
Homatropine methylbromide 1.2 mg.; Phenobarbital DIVISION OF ALLIED LABORATORIES, INC 
8.0 mg. Supplied in bottles of 100 tablets. INDIANAPOUS, INDIANA 


VIRGINIA MepicaAL MONTHLY 
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Vout 


ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 


senile 
anxiety 
disorientation 
agitation 
hostility 
irritability 
apprehension 
hysteria 
insomnia 
chronic 
urticaria 
alcoholism 


menopausal 
syndrome 


CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


87, 1960 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parenteral Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being™ 


@ for vitamin-minera! supplementation 
VITERRA expects © 
@ therapeutic capsules 


} ? . _| (| functional 
A gastrointestinal 
| 40 psychoneuroses 
| headaches 
psychosomatic 
complaints 
- » d tics 
= 
10 
enuresis 
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in common 
Gram-positive 
infections 

due to 
susceptible 
organisms 


YOU CAN 
COUNT ON 


®) 


triacetyloleandomycin 


evel 
in many 
resistant 
Staph 


, 


1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyng! 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92° effectiveness in skin and soft tissue infections (900 
cases including pyoderma, impetigo, acne, infected skin disor 
ders, wounds, incisions and burns, furunculosis, abscess, celluli 


tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi 


tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8°% effectiveness in diverse infections(62 cases includ 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects—in the remain 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb 
ances which seldom necessitated discontinuance of therapy 


*\n 884 of 1,928 cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg. Ib 
body weight every 6 hours 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60 
TAO ORAL SUSPENSION — 125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao: with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension —60 cc. bottles 


For nutritional support V1 TE RR A Vitamins and Minerals 


Formulated from Ptizer's line of fine pharmaceutical products 


New York 17,N.Y 
Division, Chas. Pfizer & Co., Inc 
Science for the World's Well-Being™” 
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happy mother, cheerful babies 


because their physician has kept the 
twins well nourished, healthy, and 


free from diaper rash 


DESI IN 


OINTMENT 


Protects against irritation of urine and excrement; 
markedly inhibits ammonia-producing bacteria; 
soothes, lubricates, stimulates healing. 


For samples of Desitin Ointment, pioneer external cod 
liver oil therapy, write... 


DESITIN cHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 
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relief from 


for your patients with 
‘low back syndrome’ and 


other musculoskeletal disorders 


POTENT muscle relaxation 
EFFECTIVE pain relief 
SAFE for prolonged use 


‘ 
is 
‘ 
‘ 


stiffness and pain 


atify 1 nN relief from stiffness and pain 


in 106-patient controlled study 
(as reported in J.A.M.A., April 30, 1960) 


“Particularly gratifying was the drug’s [SoMA’s] 
ability to relax muscular spasm, relieve pain, and 
restore normal movement... Its prompt action, 
ability to provide objective and subjective assist- 
ance, and freedom from undesirable effects rec- 
ommend it for use as a muscle relaxant and anal- 
gesic drug of great benefit in the conservative 
management of the ‘low back syndrome’.” 
Kestler, O.: Conservative Management of “Low Back Syndrome”, 
].A.M.A. 172: 2039 (April 30) 1960. 
FASTER IMPROVEMENT— 79% complete or marked 


improvement in 7 days (Kestler) 


EASY TO USE—Usual adult dose is one 350 mg. tablet 
three times daily and at bedtime. 


SUPPLIED: 350 mg., white tablets, bottles of 50 
For pediatric use, 250 mg., orange capsules, bottles of 50. 


Literature and samples on request. 


(CARISOPRODOL, WALLACE) 


WW) WALLACE LABORATORIES, CRANBURY, NEW JERSEY 


; 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 


soothes the agitated mind 


Change 


Stormy and calms the G-1 spasm 


through the central effect 
of phenobarbital and the 


synergistic action of 
fixed proportions 

of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B 


CHARLES & COM PANY, Richmond, Virginia 
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contain 
the 
bacteria-prone 


cold 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


inner fast decongestion 


prot ection Triaminic®, 25 mg., three active components stop running noses. 
; Relief starts in minutes, lasts for hours. 
with... 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 

aspirin 300 mg. This is the freely-soluble calcium aspirin that 
minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B&B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY ~ Lincoln, Nebraska 
a division of The Wander Company 
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arlidin 
increases 
‘senility syndrome” ‘ 
associated 


AM 


insufficiency 


Inadequate cerebral blood flow — often due to cerebral arteriosclerosis — 
may result in the ‘‘senility syndrome”’ with its pattern of mental confusion, 
memory lapses, depression, fatigue, apathy and behavior problems.!-3 


43% increase in cerebral blood flow with Arlidin‘’ 

In patients with cerebrovascular insufficiency, Eisenberg4 measured a 
43 percent increase in blood flow in the brain following administration 
of Arlidin orally for more than two weeks beginning with a dosage of 

12 mg. t.i.d. and increasing to 18 mg. t.i.d. There was a decrease in 
cerebral vascular resistance in most instances. 


Winsor and associates3 found Arlidin ‘‘of particular value clinically in 
relieving some of the symptoms of cerebral vascular insufficiency (vertigo, 
lightheadedness, mental confusion, diplopia).’’ 
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Arlidin is a unique and dynamic vasodilator which acts to increase circulation in 
the brain...in the inner ear and eye...also in the peripheral skeletal muscle. 


Literature giving 
indications, dosage, 
precautions, etc. 
® available on request. 


(BRAND OF NYLIDRIN HCI NND) 


references: 1. Madow, L.: Penn. M. J. 62:861, June 1959. 2. Stieglitz, E. J.: Geriatric Medicine, 


ed. 2, Philadelphia, Saunders, 1949 p. 274. 3. Winsor, T., et al.: Amer. J. Med. Sciences 239:594, 
May 1960. 4. Eisenberg, S.: ibid, July 1960. 


u. Ss. vitamin & pharmaceutical corporation 
Arlington-Funk Labs., division « 250 East 43rd Street, New York 17, N.Y. 
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Every Virginia Doctor Should 
-ALOGICAL ADJUNCT TO THE 
WEIGHT-REDUCING REGIMEN 


Have These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting. 


Medicine In Virginia 
By Wywnonam B. Branton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


meprobamate plus d-amphetamine... 
reduces appetite...elevates mood...eases 
tensions of dieting...without overstimula- 


tion, insomnia or barbiturate hangover. Reduced price to members of the 


Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Dosage: One tablet one-half to one hour before each meal 
anorectic-ataractic 
meprobamate 400 with d-amphetamine sulfate 5 Tablets 


<= 


Order through 


Medical Society of Virginia 
4205 Dover Road 
Richmond, Virginia 
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“Sometimes, I almost 
wish I were human so 
I could clear up this 
close-up, clogged-up 
nose of mine with 


TRIAMINIC”.” 


Nasal congestion often persists with “bulldog tenacity.” Nose drops 
and sprays often reach only the more superficial respiratory mem- 

with branes and therefore fail to provide adequate relief. Furthermore, 
CLOGGED-UP they may add to the patient’s misery by producing rebound congestion, 


NOSES... 


.and for humans 


ciliary inhibition, and eventually “nose drop addiction.” TRIAMINIC 
reaches all nasal and paranasal membranes systemically — provides 
more complete, longer-lasting relief while it avoids the harmful side 
effects associated with topical medication. 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate 25 mg. 
the outer layer Dosage: 1 tablet in the morning, midafternoon and at bedtime 
3 dissolves within In postnasal drip, 1 tablet at bedtime is usually sufficient. 


} minutes to produce 


pee ey Each tsp. (5 ml.) of Triaminie Syrup provides: 


houre of relief \% the formulation of the Triaminic Tablet. 
Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 

Children 1 to 6 — % tsp.; Children under 1 — \ tsp. 


4 LA MI I ( timed-release tablets, juvelets, and syrup 


running noses 4, @&. and open stuffed noses orally 


rr f relief Each timed-release Triaminic Juvelet® provides: 
the formulation of the Triaminic Tablet. 
re, th the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime 
\ 


SMITH-DORSEY : a division of The Wander Company - Lincoln, Nebraska 
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To the relief of musculoskeletal pain, 


MEDAPRIN 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid - 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 
Dosage: The recommended dosage is 1 tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
@ 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate. as buffer 


OF DESIRED EFFECTS TO UNDESIRED 
Upjohn 
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e improves motility 
DECHOTYL gently stimulates 
intestinal peristalsis 


e softens feces 
DECHOTYL expedites fluid 


penetration into bowel contents 


helps free your patient from both... 
constipation and laxatives 


TRABLETS” 


well tolerated...gentle transition to normal bowel function 

Recommended to help convert the patient — naturally and gradually —to healthy 
bowel habits. Regimens of one week or more are suggested to assure mainte- 
nance of normal rhythm and to avoid the repetition of either laxative abuse or 
constipation. 


Average adult dose 


Two TRABLETS at bedtime as needed or as directed by a physician. 


Action usually is eradual, and some patients may need 1 or 2 TRABLETS 3 or 4 times daily. AMES 


Contraindications: Biliary tract obstruction 


MPANY 
ort « Ind 


acute | epatitis 


Dri CHoTYL TRABLETS provide 200 mg. (dehydrocholic acid, AMES), 50 mg 
desoxycholic acid, and $0 mg. dioctyl sodium sulfosuccinate, in each trapezoid-shaped, 
ycllow TRABLET. Bottles of 100 


AMES for trapezoid-shaped tablet 
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e increases bile 7 
Drcnorye stimulates oo 
the flow of bile 
a natural bowel ‘ 
regulator he 
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for your depressed dieters... 


DEXAMYL Spansule capsules 


brand of dextro amphetamine and amobarbital El 
Tablets - Elixir 


In overweight, ‘Dexamyl’ helps your patients 
stick to their diets by 


1. overcoming the depression which so 
often causes overeating 


2. relieving the nervousness and irritability so 
frequently caused by strict reducing regimens 


When listlessness and lethargy are problems in reducing, your patients 
will often benefit from the gentle stimulating effect of 


DEXEDRINE® Spansule” capsules + Tablets + Elixir 


brand of dextro amphetamine 


Each ‘Dexamy! Spansule sustained release capsule (No. 2) contains ‘Dexedrine’ (brand of SMITH 
dextro amphetamine sulfate), 15 mg., and amobarbital, 1% gr. Each 'Dexamyl’ Spansule cap- 
sule (No. 1) contains ‘Dexedrine’, 10 mg., and amobarbital, 1 gr KLINE 


Each Dexedrine’ Spansule sustained release capsule contains dextro amphetamine sulfate, FRENCH 
5 mg., 10 mg., or 15 mg 
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